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(diphenylhydantoin) 

PARKE-DAVIS 

27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  bi366 
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now  a victim  of  his 
own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  " Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 

• Thenfadil®  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 


•Zephiran"  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


Prescribe 

nTz 


Nasal  Spray 

ne  HCI) 

W/n^rop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


(contains  Neo-Synephrine  HCI) 


Once  merely  a man 
with  HAY  FEVER- 
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Arizona  Medicine 


for  all  you  cold  sufferers  wWve  been  looking  for  a cure-all. 


They  can’t  cure  a cold.  We  can't  cure  a cold.  You  can't  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 
Tiaking  the  patient  comfortable  and  the  cold  bearable. 

Fhe  patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Movahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
ologic mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
N\W  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
;o  enjoy  normal  and  free  breathing. 

Jse  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
oatients  who  operate  machinery  or  motor  vehicles 
hat  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenyle- 
phrine hydrochloride, 25  mg.,  and  chlorpheniramine 
inaleate,  4 mg. 

PITMAN-MOORE 

jDivision  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.A. 


For  relief  of  nasal  congestion. 
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508 


Arizona  Medicine 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1966-67 

President  Mrs.  Robert  G.  Delph  (Grace) 

2019  North  Crescent  Drive,  Flagstaff,  Arizona 

President-Elect Mrs.  Elvie  B.  Jolley  (Mila) 

Bo.x  919,  Bisbee,  Arizona 

1st  Vice  President  Mrs.  Richard  Hardenbrook  (Kaaren) 

316  Grove  Avenue,  Prescott,  Arizona 

2nd  Vice  President  Mrs.  Gharles  Matheus  (Marilyn) 

2148  East  25th  Street,  Yuma,  Arizona 

Secretary  Mrs.  Richard  Timmons  (Evelyn) 

5302  N.  69th  Place,  Scottsdale,  Arizona 

Treasurer  Mrs.  James  Parsons  (Carolyn) 

5251  E.  Hawthorne  PI.,  Tucson,  Arizona 

Director  Mrs.  James  B.  Tucker  (LaVerne) 

700  East  10th  Street,  Casa  Grande 


WOMAN’S  AUXILIARY 

STANDING  COMMITTEE  CHAIRMEN  - 1966-67 

AMA-ERF Mrs.  Jay  Sitterley  (Helen) 

2319  Lantern  Lane,  Flagstaff,  Arizona  86001 

By-Laws  Mrs.  Robert  Mason  (Doris) 

330  West  Maryland,  Apt.  107,  Phoeni.x,  Arizona 

Chaplain  Mrs.  Clair  Troutman  (Bernadine) 

225  N.  Fraser  Drive  E.,  Mesa,  Arizona  85201 

Community  Service  Mrs.  R.  Franklyn  Johns  (Lucille) 

2355  Chico  Lane,  Yuma,  Arizona 

Convention  Mrs.  Lewis  Winter  (Jean) 

1714  E.  Rose  Lane,  Phoenix,  Arizona 

Finance  Mrs.  Herman  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Hamer  Educational  Loan  Fund  ....  Mrs.  Mayer  Hyman  (Betty) 
4766  E.  Calle  Chueca,  Tucson,  Arizona 

Health  Careers  Mrs.  William  Scott  (Jean) 

340  S.  Country  Club  Road,  Tucson,  Arizona 

Historian  Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation Mrs.  George  Enfield  (Rowena) 

1266  East  Cambridge  Avenue,  Phoenix,  Arizona 

Mental  Healtli  Mrs.  Philijr  Windrow  (Mildred) 

1929  E.  Claremont,  Phoenix,  Arizona 

Parliamentarian  Mrs.  Jesse  D.  Hamer  (Clarice) 

1890  N.  11th  Avenue,  Phoenix,  Arizona 

Publications  Mrs.  William  Minturn  (Shirley) 

6034  N.  38th  Place,  Phoenix,  Arizona 

Rural  Health  Mrs.  Leo  Schnur 

Box  196,  Sedona,  Arizona 

Safety  Mrs.  Paul  Jarrett  (Beverly) 

501  East  Pasadena  Avenue,  Phoenix,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  L.  Maxwell  Lockie 

130  Morris  Avenue,  Buffalo  14,  New  York 

President-Elect Dr.  Alfonso  Topete  Duran 

Edificio  Professional,  Juarez  y Pavo,  Guadalajara,  Jalisco,  Mexico 

Vice  President Dr.  James  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  the  United  States  Dr.  Earl  J.  Baker 

550  West  Thomas  Road,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Felix  Michel 

Pavo  112,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  A.  Vernetti 

333  West  Thomas  Road,  Suite  207,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  Mexico Mr.  Alfredo  E.  Patron 

Mazatlan,  Sinaloa,  Mexico 


FOR  YOUR 
PERMANENT 
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EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


j^ri2ona ^jedidm 

p.o.  box  128  Scottsdale,  arizona  85252 

Nome 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
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What  Doctors 
Should  Know  About  5% 
Certificates  of  Deposit 
and  4%  Daily  Interest 
Savings  Accounts 

First  National  Bank  Certificates  of 
Deposit  earn  5%  per  year  and  may  be 
purchased  in  amounts  of  $1,000  or 
more.  If  you  can  invest  your  money  for 
six  months  or  longer,  then  CD’s  can  be 
the  smart  investment  for  you. 

First  National  Bank  Savings  Accounts 
earn  Daily  Interest  at  the  rate  of  4% 
per  year  immediately  from  the  first  day 
of  deposit  and  are  suggested  if  you  wish 
a flexible  savings  plan,  which  will  allow 
you  to  deposit  or  withdraw  at  any  time. 

There  is  a difference,  other  than  in- 
terest rates,  in  these  two  plans.  Your 
First  National  Banker  will  be  happy  to 
assist  you  in  selecting  the  savings  pro- 
gram that  best  fits  your  needs.  Just 
stop  by  the  nearest  office  of  the  bank 
where  you  come  first. 


NATIONAL 

BANK 

OF  ARIZONA 

MEMBER  F.D  I.C.  • FEDERAL  RESERVE  SYSTEM 
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good  reason 
to  select 

llosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS;  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Urinary  Pressure  Incontinence  in  the  Female 


William  E.  Crisp,  M.D. 


Urinary  pressure  incontinence  in  the  female  is  a frequent  and  sometimes 
difficult  problem.  In  an  article  written  especially  for  ARIZONA  MEDI- 
CINE, Dr.  William  E.  Crisp  presents  a concise  but  complete  investigation 
into  the  etiology  of  stress  incontinence  based  on  demonstrable  anatomic 
defects.  Dr.  Crisp  applies  these  findings  in  his  recommendations  for  its 
prevention  and  treatment. 


RINARY  pressure  incontinence,  which  is  more 
commonly  known  as  stress  incontinence,  is 
defined  as  an  abrupt  involuntary  loss  of  urine 
from  the  urethra  associated  with  sudden  increas- 
es in  intra-abdominal  pressure,  usually  while  in 
the  upright  position.  This  type  of  involuntary  in- 
continence has  also  been  known  as  orthostatic 
exertional  or  diurinal  incontinence,  all  of  which 
helps  describe  the  typical  situation  in  which  the 
patient,  without  any  local  sensation  to  warn  her, 
loses  urine  when  she  voluntarily  or  involuntarily 
increases  intra-abdominal  pressure.  The  term 
“pressure  incontinence”  will  be  used  in  this  dis- 
cussion not  to  further  confuse  the  literature,  but 
to  emphasize  the  basic  mechanism  of  this  type 
of  incontinence. 


Department  of  Obstetrics  and  Gynecology 
Maricopa  County  General  Hospital 
Phoenix,  Arizona 


The  Anatomy  and  Physiology  of  Urinary 
Pressure  Incontinence 

Pressure  incontinence  is  mainly  concerned 
with  the  anatomy  of  the  vesicle  neck  and  the 
urethra,  and  their  coordinate  action.  Anatomic, 
physiologic  and  radiologic  studies  clearly  indi- 
cate that  there  are  no  true  sphincters  of  the 
urethra.  The  destrusor  muscle  of  the  bladder  con- 
tinues uninterruptedly  from  the  dome  of  the 
bladder  to  the  distal  end  of  the  urethra,  and  de- 
cussates both  posteriorly  and  anterioly  around 
the  urethral  orifice.  This  decussation  of  the  de- 
trusor muscle  has  been  termed  the  “lisso  sphinc- 
ter” which  opens  the  vesicle  end  of  the  urethra  on 
contraction,  and  closes  it  with  relaxation.  The 
detrusor  muscle  contracts  in  the  same  manner  as 
the  uterus  in  labor,  forcing  the  urine  against  the 
proximal  portion  of  the  urethra  causing  the 
“funneling”  that  initiates  micturition. 
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The  shape  and  function  of  the  urethra  are 
modified  by  the  connective  tissue  supports,  vas- 
cular investments  and  the  fibers  contributed  by 
the  levator  ani  muscles  known  as  the  pubococ- 
cygeus  muscles. 

The  urethra  may  be  considered  to  have  two 
distinct  segments.  The  urethrovesicle  segment 
is  made  up  of  the  posterior  urethra  and  a small 
portion  of  the  adjacent  bladder  neck  as  described 
above.  The  second  segment  is  a comparatively 
short  midurethral  segment  which  has  the  fibrous 
attachments  ( pubo-urethral  ligaments)  from  the 
pubococcygeus  muscles.  This  area  is  also  called 
the  external  sphincter. 

There  is  no  true  histologic  fascia  in  the  anterior 
vaginal  wall,  simply  the  loose  aerolar  fascia 
which  lies  between  the  bladder  wall  and  the 
vaginal  mucosa  which  allows  the  easy  dissection 
of  these  two  layers.  True  fascia  in  the  anterior 
vaginal  wall  would  actually  be  a hazard  when 
you  consider  the  necessity  of  having  to  accom- 
modate the  fetal  head  during  pregnancy  and 
delivery. 

The  hydrodynamics  of  micturition  and  stress 
incontinence  may  be  summarized  as  follows: 

1)  The  intracystic  pressure  is  equal  to,  or 
slightly  greater  than,  an  intra-abdominal  pres- 
sure under  normal  conditions,  regardless  of 
the  degree  of  filling.  It  measures  approximately 
2 mm.  Hg.^’  ^ 

2)  Intracystic  pressure  rises  immediately  and 
directly  as  the  intra-abdominal  pressure  increas- 
es. This  occurs  whether  the  bladder  is  in  normal 
position  or  in  marked  prolapse,  since  the  law  of 
hydrostatics  (Pascal’s  Law)  states  that  when  an 
external  pressure  is  applied  to  the  wall  of  a 
container  of  fluid,  this  pressure  is  transmitted 
equally  in  all  directions." 

3 ) Under  conditions  of  rest,  the  pressure  with- 
in the  urethra  is  greater  (2-6  mm.  Hg)  than 
the  intracystic  pressure.  The  pressure  within  the 
urethral  segment  rises  proportionately  to  the 
increase  in  intracystic  pressure.  These  observa- 
tions first  made  by  Enhorningk  and  recently 
confirmed  by  Beck  and  Maughan^  show  that 
stress  incontinence  cannot  occur  without  some 
incompetence  of  the  urethral  segment.  Urethral 
pressure  depends  not  only  on  the  involuntary 
resistance,  which  includes  the  urethral  mucosa, 
peri-urethral  tissues  and  vasculature,  but  also 
on  the  voluntary  resistance  of  the  mid-portion  of 
the  urethra  and  the  pubo-urethral  ligaments.  The 
patient  will  not  be  incontinent  as  long  as  the 


voluntary  muscular  segment  functions  normally, 
maintaining  the  combined  pressure  of  the  urethra 
greater  than  the  intravesicle  pressure  with  or 
without  additional  intra-abdominal  pressure  that 
is  associated  with  stress  of  coughing,  etc. 

Many  investigators  have  stated  that  the  prob- 
lem of  stress  incontinence  is  centered  around 
the  loss  of  the  posterior  urethrovesicle  angle." 
These  authors  give  the  impression  that  in  order 
to  be  continent,  the  female  must  have  an  angle 
of  obstruction  that  prevents  incontinence  but 
which  she  may  lower  to  void.  The  loss  of  the 
posterior  vesicle  angle  is  only  a sign  of,  not  the 
cause  of,  stress  incontinence.  Resistance  of  flow 
in  any  tubular  structure  is  inversely  proportional 
to  the  diameter  of  the  pipe,  and  directly  pro- 
portional to  its  length.  Angulation  of  the  pipe 
does  not  significantly  change  this  principle. 
There  is,  of  course,  a degree  of  back-thrust  of 
the  urinary  stream  at  the  point  of  angulation, 
but  it  is  insignificant." 

To  reiterate,  intra-urtheral  pressure  is  depen- 
dent upon  good  support  of  both  segments  of  the 
urethra.  Keeping  in  mind  the  many  variables  that 
occur  during  micturition,  involuntary  loss  of 
urine  occurs  when  intravesicle  pressure  is  greater 
than  intra-uretheral  pressure. 

Diagnosis 

Certainly  anyone  confronted  with  the  symp- 
toms of  involuntary  loss  of  urine  should  always 
consider  such  things  as  urge  incontnence,  diver- 
ticuli,  fistula,  overflow  incontinence  secondary 
to  central  nervous  system  lesions,  etc.  This  dis- 
cussion is  strictly  confined  to  pressure  incon- 
tinence, as  previously  defined. 

Barring  the  incontinence  that  follows  com- 
plications of  some  gynecological  surgery,  this 
type  of  urinary  incontinence  is  usually  seen  in 
three  groups  of  women:  during  pregnancy,  the 
multiparous  patient  and  the  menopausal  patient.* 

During  pregnancy  the  incontinence  is  caused 
by  a decrease  in  intra-urethral  pressure  secondary 
to  the  softening  and  congestion  of  the  supporting 
structures,  along  with  a static  increase  in  intra- 
cystic pressure  and  decreased  bladder  capacity 
due  to  the  enlarging  uterus. 

Incontinence  in  the  multiparous  patient  and 
the  patient  who  has  had  surgery  is  usually 
secondary  to  loss  of  mobility  of  the  urethra  and 
a weakening  of  the  peri-urethral  supportive 
structures,  along  with  atrophy  of  disuse  of  the 
pubo-urethral  ligaments. 
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In  the  menopausal  patient,  the  urinary  in- 
continence can  occur  without  much  anatomical 
change  secondary  to  the  loss  of  tissue  turgor 
and  resultant  decrease  in  intra-urethral  pressure 
by  mucosal  atrophy,  secondary  to  a decrease 
in  estrogen. 

Diagnosis  of  urinary  stress  incontinence  usual- 
ly can  be  made  with  a high  degree  of  accuracy 
on  the  basis  of  history  alone.  Most  authors  agree 
that  20%  of  women  have  occasional  stress  in- 
continence, but  unless  it  is  severe  it  is  usually 
not  mentioned  unless  the  patient  is  directly 
asked.  Certainly  the  physician  will  distinguish 
a simple  pressure  incontinence  from  all  other 
types  of  incontinence  by  illiciting  any  history 
of  repeated  cystitis,  hematuria,  back  problems, 
etc. 

The  history  then  must  be  augmented  by  a 
complete  physical  and  pelvic  examination.  A 
vaginal  examination  will  usually  yield  confirma- 
tory evidence.  The  external  genitalia  are  ob- 
served for  any  signs  of  atrophy,  scarring  or 
fibrosis.  The  vaginal  wall  should  be  assessed  for 
relaxation  and  any  signs  of  scarring.  Attention 
should  be  given  to  perineal  support,  particularly 
the  strength  and  mobility  of  the  levator  ani 
muscles.  The  patient  should  be  asked  to  forcibly 
contract  these  muscles  while  the  physician  esti- 
mates their  contractility  by  direct  palpation.  The 
patient  is  then  asked  to  bear  down,  and  the 
degree  of  displacement  of  the  vaginal  wall  is 
evaluated.  It  must  be  emphasized  that  the  de- 
gree of  incontinence  is  not  proportional  to  the 
amount  of  anatomic  relaxation.  The  patient  with 
a large  cystocele  can  have  a minimal  amount  of 
incontinence  if  the  periurethral  structures  are 
intact.  Whereas,  a woman  with  very  little  blad- 
der defect  can  have  marked  incontinence  with 
a flaccid,  incompetent  urethra.  The  term  “ureth- 
rocele” has  been  used  to  designate  a downward 
and  outward  bulging  of  the  anterior  vaginal 
mucosa  overlying  the  urethra.  This  is  a misnomer 
since  there  is  no  associated  cavity  of  the  urethra. 
It  would  be  much  better  termed  urethral  dis- 
placement or  urethral  saculation. 

If  the  patient  does  not  have  a large  anatomic 
defect  of  the  anterior  wall,  it  is  sometimes  diffi- 
cult to  ascertain  her  incontinence  unless  she  is 
in  the  upright  position.  If  there  is  still  doubt  as 
to  whether  the  patient  does  have  incontinence, 
it  is  then  wise  to  fill  the  bladder  with  approx- 
imately 200  cc.  of  saline  and  ask  her  to  strain. 

The  use  of  the  finger  test  (Bonney  test). 


which  is  merely  placing  two  fingers  on  either 
side  of  the  urethrovesicle  neck  and  pushing 
superiorly  and  posteriorly,  is  really  of  no  diag- 
nostic value  since  it  merely  shows  that  by  in- 
creasing the  length  of  the  uretlira,  and  thereby 
increasing  the  intra-uretliral  pressure,  the  patient 
is  continent.  Another  test  that  is  advised,  but 
which  is  of  no  real  diagnostic  or  practical  value, 
is  that  of  measuring  the  methral  length.  Cer- 
tainly it  has  been  shown  that  there  is  continence 
by  increasing  the  urethral  length,  but  this  is 
primarily  due  to  the  fact  that  narrowing  the 
diameter  of  the  urethra  will  tliereby  increase 
intra-urethral  pressure.  Cystoscopy,  urethroscopy 
and  cystometric  studies,  along  with  chain  cysto- 
grams,  are  of  no  practical  value  in  the  diagnosis 
of  pressure  incontinence.  These  are  merely  aca- 
demic additions  which  reiterate  an  anatomic 
situation  that  is  usually  obvious  to  the  examiner. 

Treatment 

Prophylaxis  is  the  best  treatment  of  urinary 
pressure  incontinence.  During  pregnancy,  wom- 
en should  be  instructed  in  how  to  contract  their 
perineal  muscles,  which  are  the  Kegel  exercises.® 
We  tell  them  to  stop  their  urinary  stream  while 
voiding  several  times  until  they  have  educated 
themselves  as  to  which  muscles  they  are  using. 
Thereafter  they  are  to  contract  these  muscles 
five  times  after  each  time  they  have  finished 
voiding.  Most  women  dislike  doing  this  exercise 
since  it  involves  muscles  they  ordinarily  do  not 
use.  Patients  are  also  warned  that  no  progress 
can  be  expected  unless  they  are  persistent  with 
these  exercises  from  six  to  eight  weeks.  After 
delivery,  Kegel  exercises  are  included  in  their 
postpartum  routine,  and  we  reiterate  to  the 
patient  that  this  is  the  exercise  they  must  do  as 
regularly  as  they  do  their  other  exercises  to  re- 
gain their  former  figure.  Once  these  muscles 
have  reached  sufficient  tone,  then  the  exercise 
only  has  to  be  done  at  periodic  intervals. 

All  surgical  patients  are  instructed  to  do  these 
exercises  preoperatively,  and  then  are  encourag- 
ed to  do  them  postoperatively  for  better  long- 
term results. 

The  exact  type  of  operative  procedure  that 
is  done  to  cure  pressure  incontinence  may  take 
many  forms.  The  fact  that  there  are  53  different 
types  of  surgical  procedures  that  have  been 
recommended  for  this  condition  suggests  that 
there  have  been  many  surgical  failures.  Many 
of  these  have  failed  because  of  the  lack  of 
accurate  diagnosis,  and  a certain  portion  of 
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them  fail  because  of  poor  tissue  turgor  and 
patient  activity  that  caused  the  condition  orig- 
inally. Additional  operations  fail  because  the 
operator  failed  to  pay  sufficient  attention  to  the 
peri-urethral  tissues  and  the  urethrovesicle 
junction. 

The  majority  of  operations  that  are  described 
for  use  in  the  vaginal  route  are  simply  a plication 
of  the  cystocele,  along  with  plication  of  the 
peri-urethral  tissues.^ 

Those  operations  which  utilize  the  abdominal 
approach  alone,  or  combined  with  the  vaginal 
approach,  are  divided  into  two  groups.  The  Ball 
procedure^  plicates  the  peri-urethral  tissues  and 
the  urethrovesicle  junction  on  the  superior  por- 
tion of  the  bladder. 

The  Marshall-Marchetti-Krantz®’  type  of  pro- 
cedure increases  intraurethral  pressure,  increas- 
ing the  urethral  length  by  fixing  the  peri-urethral 
tissues  to  the  periosteum  in  the  posterior  portion 
of  the  pubis;  or  Cooper’s  ligament  and  the  dome 
of  the  bladder  to  the  rectus  fascia. 

With  the  vaginal  approach  or  abdominal  ap- 
proach, or  a combined  procedure,  almost  100% 
of  these  anatomic  lesions  can  be  corrected  with 
an  immediate  cure  rate  of  over  90%,  and  a 
longer  cure  rate  of  over  80%.  Continued  use  of 
perineal  exercises  aid  materially  in  maintaining 
a successful  result.  In  the  menopausal  patient, 
the  addition  of  estrogen  is  also  advised  to  main- 
tain tissue  turgor  and  mucosal  integrity. 

Intra-urethral  pressure  has  also  been  increased 
sufficiently  to  maintain  urinary  continence  by 
the  para-urethral  injection  of  Telfon  in  those  pa- 
tions  who  are  inoperable  because  of  associated 
medical  problems.* 

Summary 

Urinary  pressure  incontinence  in  the  female 
results  when  intravesicle  pressure  is  greater  than 
intra-urethral  pressure.  The  basic  mechanisms  in 
the  pathophysiology  of  this  problem  are  out- 
lined, and  the  major  methods  of  treatment 
enumerated. 
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Drug  Induced  Ulceration  and 
Perforation  of  the  Small  Intestine 


Considerable  interest  has  centered  in  recent  years  on  idiopathic  ulcera- 
tion and  perforation  of  the  small  bowel  as  more  and  more  causes  have 
been  found  among  the  newly  developed  drugs  such  as  indocin,  and  some 
diuretics.  The  personal  experience  of  the  author  in  five  cases  reported  here 
is  a valuable  addition  to  our  appreciation  of  the  presence  of  this  problem. 


Monroe  E.  Shock,  M.D.,  F.A.C.S.,  F.I.C.S. 


The  surgical  literature,  for  the  past  two  years, 
has  reported  an  increasing  number  of  cases  of 
small  intestinal  obstruction,  hemorrhage  and  per- 
foration. This  pathological  entity  is  not  associat- 
ed with  previous  surgery,  trauma  or  vascular 
thrombotic  or  embolic  disturbances.  Pathologic- 
ally, a non-specific  ulceration  or  annular  fibrosis 
or  perforation  has  been  found  on  exploratory 
laparotomies  and  microscopic  examinations  on 
the  resected  small  intestinal  tissue. 

Non-specific  ulcerations  of  the  small  intestine 
were  first  described  by  Bailie  in  1805  and  since 
then  rarely  reported.  A review  of  the  literature 
by  Watson^  revealed  only  170  cases  reported  to 
1964.  In  early  1964  a few  scattered  cases  were 
reported  of  similar  nature,  in  patients  receiving 
various  diuretics,  and/or  enteric-coated  potas- 
sium chloride  capsules.  In  September  and  Nov- 
ember 1964,  papers  by  Nyman  and  Raf  from 
Stockholm,  and  Baker  et  aP,  suggested  a possible 
etiology  between  thiazide  diuretics  with  enteric- 
coated  potassium  chloride,  with  development  of 


July,  1966 


517 


small  intestinal  ulcerations,  resulting  in  obstruc- 
tion, hemorrhage  or  perforation. 

An  investigation  was  undertaken,  and  in  Jan- 
uary 1965  a final  review  and  report  was  given 
as  to  the  laboratory  experiments  on  dogs  and 
monkeys®.  In  reviewing  hospital  records  of  395 
cases  that  were  found  to  have  small  bowel  ulcer- 
ations on  exploratory  laparotomies,  50%  had 
received  diuretics  with  enteric-coated  potassium 
chloride.  The  results  of  animal  experiments  indi- 
cated that  the  thiazide  in  itself  had  not  been  a 
causative  agent,  but  the  enteric-coated  potas- 
sium chloride  caused  the  intestinal  lesions  sim- 
ilar to  those  found  in  human  beings. 

Schwartz,  et  ah,  have  shown  the  development 
of  identical  lesions  in  dogs  following  ligation  of 
terminal  mesenteric  vessels  to  the  gut  and  also 
by  injection  of  microspheres  into  the  terminal 
arterioles  of  the  mesentery.  Gazes,  et  aP,  have 
reported  hemorrhage,  ulceration  and  necrosis 
of  the  ileum  in  patients  receiving  digitalis.  Since 
50%  of  the  hospital  cases  reported  were  above 
the  age  50  and  being  treated  for  cardiovascular 
conditions.  Gazes  felt  that  this  must  also  be  con- 
sidered an  etiological  factor. 


CLINICAL  FEATURES 

Age  group  mainly  was  found  to  be  above  the 
age  50,  with  history  of  cardiac  decompensation 
and  heart  therapy  including  digitalis  and  diur- 
etics with  or  without  enteric-coated  potassium 
chloride.  The  onset  of  acute  abdominal  symp- 
toms suggest  a small  intestinal  obstruction  or 
bowel  perforation  or  hemorrhage.  In  those  cases 
with  intestinal  obstruction,  the  symptoms  were 
nausea  and  vomiting,  borborygmi  and  peristaltic 
rushes.  In  those  patients  presenting  hemorrhagic 
manifestations  and  or  perforations,  the  abdomen 
was  rigid,  bowel  sounds  were  absent,  weakness, 
pallor  and  secondary  anemia  were  noted. 


ROENTGENOGRAPHIC  FEATURES 

The  majority  of  films  revealed  small  intestinal 
distention  with  fluid,  levels  in  those  presenting 
with  obstructive  symptoms.  In  free  perforation, 
air  was  occasionally  noted  under  the  leaves  of 
the  diaphragm,  mainly  on  the  right  side.  Patients 


presenting  with  an  obstructive  mechanism,  the 
use  of  oral  gastrografin  or  hypaque  studies  will 
reveal  an  annular  constricting  lesion  in  h of  the 
cases.  The  presence  of  ulcerations  is  very  diffi- 
cult to  demonstrate  by  x-ray. 

PATHOLOGY 

A single  ulceration  is  usually  noted.  Occa- 
sionally two  or  more  have  been  found  proximal 
to  an  obstructed  area.  In  those  cases  with  ob- 
struction, there  is  a definite  narrowing  of  the 
lumen  by  a circumferential  stricture.  The  intes- 
tinal wall  is  thickened  and  indurated,  with  evi- 
dence of  acute  and  chronic  inflammatory  and 
sub-clinical  fibrosis,  and  non-specific  granula- 
tion reaction.  The  accompanying  lymph  nodes 
may  reveal  a non-specific  lymphadenitis  and 
hyperplasia. 

PATHOPHYSIOLOGY 

In  theorizing  the  etiology,  as  noted  in  the 
pathological  specimens,  of  this  phenomenon, 
Kradgian®,  in  reporting  six  cases  of  perforation 
or  stenosis  of  the  small  intestines  all  lesions  were 
noted  in  the  ileum,  and  impairment  of  local 
blood  supply  to  the  segment  were  noted  without 
actual  vascular  occlusion.  It  is  therefore  post- 
ulated, that  the  vascular  component  of  a seg- 
ment of  a small  bowel  involved,  reacts  to  either 
the  concentration  of  the  drug,  or  reflected  in  a 
trigger  mechanism  of  splanchnic  constriction, 
causing  a partial  devitalization  of  that  segment 
of  the  bowel,  which  progresses  to  the  patholog- 
ical picture  as  noted  in  the  previously  reported 
cases.  The  vascular  injury  causes  ischemia  of  a 
short  segment  of  bowel  followed  by  mucosal  ul- 
ceration and  pajrtial  devitalization  of  the  muscu- 
laris  with  a resulting  stenosis.  A more  extensive 
vascular  injury  results  in  a mucosal  hemorrhage 
and  or  perforation.  Potassium  is  noted  to  be  an 
irritant  to  intestinal  mucosa.  It  is  therefore  pos- 
sible that  muscle  spasm  may  follow  the  sudden 
concentrated  release  of  potassium  chloride  iniat- 
ing  the  vascular  spasm  with  resultant  pathology. 

TREATMENT 

Following  the  necessary  operative  replacement 
of  fluids,  antibiotic  therapy,  and  intestinal  de- 
compression, resection  of  the  involved  segment 
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of  the  small  bowel  with  end  to  end  anastomosis 
is  indicated.  Postoperative  care  is  routine  as  for 
any  small  bowel  resection. 

The  case  presentations  Numbers  1,  2 and  3, 
are  the  personal  e.xperience  of  the  author,  hav- 
ing treated  these  patients  at  the  VA  Hospital, 
Phoenix,  Arizona,  at  the  time  of  his  association 
with  that  institution. 

Case  1:  (A.C.-VAH)  This  41-year-old  white 
male  was  admitted  on  8/27/63  to  the  Medical 
Service,  with  chief  complaint  of  acute  onset  of 
epigastric  pain,  constant  and  with  increasing 
severity.  The  pain  radiating  posteriorly  in  the 
region  between  the  scapula,  and  associated  with 
nausea  and  vomiting.  Past  history:  An  explora- 
tory laparotomy  for  abdominal  symptomatology 
in  1961  at  another  institution,  revealed  evidence 
of  cirrhosis  of  the  liver  secondary  to  hepatitis. 
Following  his  surgery  in  1961,  because  of  recur- 
rent ascites,  secondary  to  his  cirrhosis,  he  was 
placed  on  enteric-coated  potassium  chloride  ther- 
apy. Physical  examination  at  the  time  of  admis- 
sion to  the  Medical  Service  revealed  a well  devel- 
oped, thin  white  male,  acutely  ill.  Height  6’. 
Weight  135  lbs.  Temperature  98°,  pulse  of  60 
and  respirations  of  20.  Ear,  nose  and  throat,  head 
and  neck  were  essentially  normal;  lungs  were 
clear  to  percussion  and  auscultation;  heart  rate 
and  rhythm  were  normal;  blood  pressure  was 
110/70.  The  abdomen  was  reported  as  scaphoid, 
with  the  liver  palpated  three  fingers  below  the 
right  costal  margin,  diffuse  abdominal  tender- 
ness with  rebound,  bowel  sounds  were  normal 
and  no  masses  were  palpable. 

The  initial  impression  on  the  Medical  Service 
was  that  of  acute  pancreatitis  or  duodenal  ulcer 
secondary  to  his  cirrhosis.  Laboratory  workup: 
Hemoglobin  and  hematocrit,  W^C  and  differ- 
ential were  within  normal  limits;  urine  showed 
two  plus  albumin.  Gastric  analysis  12-hour  se- 
cretion revealed  5 milliequivalents  of  free  Hcl., 
B.S.P.  revealed  25%  retention  in  45  minutes, 
remaining  liver  profile  and  electrolyte  studies 
were  within  normal  limits.  EGG  revealed  only 
a non-specific  flattening  of  his  T waves.  X-rays 
of  his  chest  showed  slight  elevation  of  the  dia- 
phragms. On  8/29/63  an  upper  GI  series  reveal- 
ed a distended  stomach  with  fluid,  otherwise  no 
evidence  of  ulcerations  or  obstructions.  Patient 


was  treated  with  intravenous  fluids  and  nasal 
gastric  suction  for  24  hours.  His  symptoms  im- 
proved except  for  mid-abdominal  discomfort  of 
mild  degree.  However,  a repeat  of  the  abdom- 
inal x-rays  two  dates  later  after  treatment  began 
revealed  markedly  distended  small  intestine  with 
fluid  levels,  which  was  interpreted  as  a question- 
able gall-stone  ileus,  as  the  gall  bladder  now  re- 
vealed evidence  of  multiple  stones.  Surgical 
consultation  was  then  requested  and  immediate 
exploration  advised.  At  exploration,  as  the  peri- 
toneum was  entered,  a segment  of  distal  ileum 
appeared  to  be  markedly  dusky  and  distended 
and  perforated  before  the  operator's  eyes.  A seg- 
ment approximately  18”  proximal  to  the  ileocecal 
valve  and  extending  cephalad  approximately  an- 
other 24”  was  markedly  dilated,  congested  and 
hemorrhagic.  The  corresponding  mesentery  ap- 
peared to  be  thickened  and  indurated.  A seg- 
mental small  bowel  resection  was  done  with  an 
end  to  end  anastomosis.  The  patient's  post- 
operative course  was  uneventful. 


Pathologist  reported  focal  areas  of  mucosal 
and  sub-mucosal  congestion  of  recent  hemorr- 
hage, along  with  areas  of  mucosal  and  sub- 
mucosal erosion  covered  by  fibrinoid  exudate 
loaded  with  leukocytes.  The  acute  inflammatory 
changes  have  penerated  the  wall  in  these  latter 
areas.  The  borders  of  the  perforation  consist 
predominantly  of  blood  and  fibrin.  The  diag- 
nosis was  acute  hemorrhagic  perforating  enter- 
itis. This  patient  was  again  seen  in  November 
1964  with  right  upper  quadrant  pain  and  had  a 
cholecystectomy  for  chronic  cholecystitis  and 
cholelithiasis.  His  postoperative  course  was  un- 
eventful and  his  liver  was  unchanged  and  his 
recurring  ascites  was  controlled  with  therapy, 
other  than  enteric-coated  potassium  chloride. 


Gase  2:  (W.S.-VAH)  White  male  of  47  ad- 
mitted 2/11/65  to  the  Medical  Service  with  chief 
complaint  of  low  abdominal  discomfort  of  two 
days  duration  without  associated  nausea  and 
vomiting,  bowel  movements  have  been  normal. 
Past  history:  Ghronic  myocarditis  with  previous 
congested  heart  failure  and  atrial  fibrillation 
resulting  in  a cerebral  embolization  with  residual 
left  hemiparesis  in  1958.  The  patient  had  been 
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previously  admitted  in  September  1964  to  the 
Medical  Service  for  cardiac  decompensation. 
The  patient  has  been  on  Digoxin,  thiazide  with 
enteric-coated  potassium  chloride  and  coumadin 
therapy.  Physical  examination  revealed  an  obese 
white  male  in  acute  distress.  Ear,  nose  and  throat 
were  essentially  negative.  Increase  in  the  AP 
diameter  of  the  thorax  with  fine  rales  in  right 
lower  lobe.  Systolic  murmur  in  the  apex  with 
precordial  transmission  of  the  murmur  — blood 
pressure  was  136/92.  Abdomen  protruberant, 
with  diffuse  tenderness  and  positive  rebound, 
bowel  sounds  were  depressed  and  the  remaining 
physical  examination  was  essentially  negative. 


SCOT,  Protein  A/G  ratio,  serum  amylase,  BUN, 
Prothrombin  time,  were  all  within  normal  limits, 
WBC  11,700  with  slight  shift  to  the  left,  hemo- 
globin 15.5  gms.,  hematocrit  50%.  Urinalysis  was 
negative.  Abdominal  x-rays  revealed  air  under 
right  diaphragm.  Exploratory  laparotomy  re- 
vealed a perforation  on  the  antimesenteric  bor- 
der of  the  mid-ileum.  The  edges  of  the  perfora- 
tion were  gangrenous.  A segmental  resection  with 
end  to  end  anastomosis  was  completed.  The  post- 
operative course  was  fairly  stable  until  the  10th 
day  postop,  when  an  incisional  separation  de- 
veloped which  was  repaired  surgically.  His  post- 
operative course  thereafter  was  uneventful  and 
the  patient  was  discharged  on  3/19/65  from  the 
Medical  Service  to  which  he  had  been  trans- 
ferred following  his  surgical  recovery. 


Pathological  report:  Gross  (figure  1):  12  cm. 
resected  small  bowel  covered  with  whitish  fibrin- 
ous exudate  with  a perforation  1.5  cm.  in  its 
greatest  diameter,  with  a zone  of  blackish  dis- 
coloration. The  mucosa  revealed  hemorrhagic 
discoloration.  Microscopic  report:  Sections  at 
the  margin  of  the  ulcer  revealed  granulation 
tissue  with  focal  hemorrhage,  covered  with  de- 
posits of  fibrin  loaded  with  neutrophils,  the 
ulceration  extended  through  the  complete  thick- 
ness of  the  intestinal  wall  with  adjacent  acute 
inflammatory  reaction.  Diagnosis  was  a benign 
perforated  small  intestinal  ulcer. 


Gase  3:  (K.O.-VAH)  White  male  of  54  ad- 
mitted 2/16/65  complaining  of  abdominal  dis- 


FIG. 1 — 12  cm.  resected  small  bowel,  with  perforation 
1.5  cm.  in  greatest  diameter,  anti-mesenteric  border. 


comfort  in  the  mid-epigastric  area,  and  also 
diffuse  cramping  type  of  pains  in  the  lower 
abdomen.  No  associated  nausea  or  vomiting, 
bowel  movements  have  been  normal.  The  patient 
was  treated  in  August  1964  by  his  local  medical 
doctor  and  was  receiving  thiazine  with  enteric- 
coated  KGl  and  anhydrine  with  enteric-coated 
KGl.  On  11/25/64  he  had  an  appendectomy  for 
abdominal  complaints.  The  microscopic  slides 
of  sections  of  the  appendix  were  reviewed  by 
our  pathologist  who  reported  fibrosed  appendix. 
The  patient  eviscerated  following  his  appendec- 
tomy which  was  repaired  on  12/15/64  and  then 
discharged.  Physical  examination  revealed  a 
well  nourished,  white  male  in  acute  distress. 
Height  5’6”,  weight  160,  temperature  98.6°,  pulse 
of  90,  BP  130/80.  Ear,  nose  and  throat,  head  and 
neck  were  essentially  normal;  lungs  were  clear 
to  auscultation  and  percussion;  heart  rate  rhythm 
normal,  no  murmurs.  His  abdomen  was  pro- 
tuberant, tympanitic  to  percussion.  His  recent 
right  para-rectus  scar  was  noted  with  presence 
of  a stitch  abscess,  bowel  sounds  were  hyper- 
active with  tingling  and  peristaltic  rushes.  Re- 
maining physical  examination  was  essentially 
negative.  The  impression  on  admission  was  a 
small  bowel  obstruction,  mechanical,  due  to 
his  recent  surgery.  Laboratory  workup  on 
admission  including  GBG,  BUN,  fasting  blood 
sugar,  protein  A/G  ratio,  prothrombin  time,  were 
all  within  normal  limits.  Immediate  x-ray  of  the 
abdomen  revealed  small  bowel  distention  \\4th 
fluid  levels  in  mid-abdomen  and  no  gas  in  the 
colon.  X-ray  of  the  chest  was  negative.  The 
patient  had  a Gantor  tube  inserted;  IV  fluids 
instituted,  a hypaque  GI  x-ray  study  revealed 
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slow  progress,  with  a persistent  distention  of  the 
small  bowel.  He  was  therefore  explored  on 
2/18/65  at  which  time  markedly  distented  prox- 
imal ileum  and  jejunum  was  noted  with  an  area 
of  marked  narrowing  of  the  ileum  and  collapsed 
small  bowel  distal  to  the  point  of  constriction. 
The  point  of  obstruction  revealed  no  evidence 
of  adhesive  bands  or  mechanical  type  of  ob- 
struction. The  base  of  the  small  bowel  mesentery 
appeared  to  be  cobblestone  in  appearance,  the 
serosa  in  the  area  of  the  obstruction  was  dull, 
dusky  in  appearance  with  exudate  on  its  surface. 
A small  bowel  resection  and  end  to  end  anasto- 
mosis was  completed. 

Pathological  report:  Gross  (figure  2)  10  cm. 
segment  of  small  bowel,  within  2 cm.  of  the 
proximal  end  a constricted  area  measuring  1.5 
cm.  in  inside  circumference  with  circumferential 
ulceration  3 mm.  in  diameter.  The  floor  was 
covered  with  a greenish-greyish  exudate,  the 
mucosal  margin  of  the  ulcer  appears  congested. 
Microscopic:  Mucosal  ulceration,  the  floor  con- 
sisting of  granulation  tissue  infiltrated  by  gran- 
ulocytes and  increase  of  small  cell  infiltration 
in  the  adrentia.  No  evidence  of  specific  infection 
or  malignancy.  The  pathological  diagnosis: 
Focal  ulceration  with  stricture  of  the  small 
bowel. 


FIG.  2 — 10  cm.  segment  of  small  bowel  with  area  of 
constriction  2 cm.  from  proximal  end  and  showing 
3 mm.  circumferential  ulceration. 


In  reviewing  the  hospital  records  of  two  of 
the  larger  hospitals  in  the  area  for  similar  cases, 
I found  two  cases  of  non-specific  perforations 
of  the  small  bowel  that  were  entirely  unrelated 
to  enteric-coated  ammonium  chloride  thiazide 
etiology.  On  contacting  the  physician  in  charge 


of  both  these  cases,  I learned  that  he  had  been 
treating  them  for  arthritis  and  had  introduced 
the  therapy  of  a drug  called  INDOCIN.  The 
manufacturer  of  Indocin  reported  GI  disturb- 
ances in  21.4%  of  their  clinical  studies.  These 
included  diarrhea,  1.9%;  peptic  ulcerations  in- 
cluding GI  bleeding  of  1.3%;  and  general  GI 
disorders  which  included  abdominal  pain,  nausea 
and  vomiting  of  18.2%.  No  reference  was  made 
to  small  bowel  ulceration  or  perforation. 

Gase  4:  (W.O.D.-GSH ) White  male,  43,  who 
was  treated  for  rheumatoid  arthritis  for  three 
months  prior  to  admission,  with  INDOGIN. 
Prior  to  that  time  the  patient  had  been  on  ster- 
oids, at  which  time  he  developed  gastric  ulcers 
as  revealed  by  x-ray.  The  steroids  therefore  had 
been  discontinued  and  his  ulcers  had  healed,  by 
x-ray.  On  6/29/65  he  developed  mid-abdominal 
pain  with  nausea  and  vomiting.  Examination  of 
ear,  nose  and  throat,  head  and  neck,  was  essen- 
tially normal.  Ghest  was  normal  to  auscultation 
and  percussion,  and  heart  sounds,  rate  and 
rhythm,  were  normal.  Blood  pressure  160/90. 
Abdomen  revealed  diffuse  tenderness  with  rig- 
dity  and  distention  and  depression  of  bowel 
sounds.  The  remaining  physical  examination  was 
essentially  negative.  Laboratory  workup  revealed 
hemoglobin  12.1  gms.,  hematocrit  38%,  WBG 
8,700  with  normal  differential.  Flat  plate  of 
abdomen  revealed  distended  small  bowel,  no 
visible  air  under  the  diaphragm.  I VP  was  re- 
ported as  negative.  Laparotomy  performed  the 
next  day  revealed  a perforation  on  the  anti- 
mesenteric  border  of  the  ileum  approximately 
36”  proximal  to  the  iliocecal  valve.  A segmental 
small  bowel  resection  with  end  to  end  anasto- 
mosis was  done.  The  patient’s  postoperative 
course  was  uneventful.  PATHOLOGIC  report: 
Gross  description:  A 7 cm.  length  of  small  bowel, 
perforation  of  antimesenteric  border  measuring 
2x1/2  cm.,  the  edges  of  which  were  hemorrhagic 
and  the  lumen  showing  a yellowish  grey  exudate. 
MICROSCOPIC:  Revealed  necrosis  of  the  sub- 
mucosa, mucosa  and  serosa,  the  margin  of  the 
ulcer  revealed  marked  infiltration  with  leuko- 
cytes with  prominent  eosinophilia.  The  adjacent 
tissue  was  edematous,  infiltrated  with  small 
round  cell  infiltration,  the  serosa  was  covered 
with  a fibropurulent  exudate.  Examination  of 
the  mesentery  revealed  no  evidence  of  vascular 
occlusion.  Diagnosis:  An  acute  perforated  ulcer 
of  the  small  intestine,  etiology  undetermined. 
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Case  5:  (R.T.  St.  JH)  27-year-old  white  male 
admitted  to  the  hospital  with  chief  complaint  of 
passing  bright  red  blood  per  rectum  one  month 
prior  to  admission,  associated  with  bowel  move- 
ments. This  has  recurred  intermittently,  no  ab- 
dominal pain,  nausea  or  vomiting.  Past  history 
reveals  patient  was  treated  for  rheumatoid  arth- 
ritis for  the  past  seven  years.  He  has  had  no 
previous  steroid  therapy.  Approximately  three 
months  prior  to  onset  of  above  illness  he  was 
put  on  Indocin  therapy.  Examination  was  essen- 
tially negative  except  for  the  presence  of  rheuma- 
toid arthritis  deformans.  Abdominal  examination 
revealed  an  ill-defined  soft  tissue  mass  and  slight 
tenderness  in  right  mid-abdomen.  Laboratory 
workup  was  essentially  negative.  X-ray  of  colon 
revealed  a suspicious  lesion  in  the  proximal 
cecum  with  a fistulous  tract  to  the  distal  ileum. 
At  operation,  a mass  in  the  region  of  the  ileocecal 
junction  was  noted  and  the  terminal  ileum  and 
proximal  cecum  was  covered  by  adherent  omen- 
tum. Multiple  enlarged  lymph  nodes  of  the 
mesentery  in  this  area  were  noted.  Patient  was 
treated  with  a right  hemicolectomy  and  an  end 
to  end  iliotransversostomy.  His  postoperative 
course  was  uneventful.  PATHOLOGIC  report; 
gross  description:  Distal  ileum  13  cm.,  with  the 
right  colon.  Just  within  the  ileocecal  valve  an 
ulcerated  area  had  penetrated  through  the  entire 
thickness  of  the  cecal  wall  which  had  connected 
with  the  adjacent  adherent  distal  loop  of  ileum. 
Microscopic  report:  Lymphoid  hyperplasia,  sec- 
tions of  the  cecum  showed  fibrosis  and  chronic 
inflammatory  changes  of  the  wall  of  the  focal 
area  of  ulceration.  Inflammatory  changes  ex- 
tended through  the  thickness  of  the  wall  with 
evidence  of  acute  and  chronic  inflammatory 
changes.  The  ulcer  involving  mucosa  had  com- 
municated with  the  section  of  the  ileum.  Special 
stains  showed  no  evidence  of  fungi  or  acid  fast 
bacillus.  The  Pathologist  felt  that  the  histological 
changes  were  consistent  with  regional  enteritis, 
mesenteric  vascular  structures  revealed  no  evi- 
dence of  occlusion. 


Correspondence  with  the  manufacturers  of 
Indocin,  have  indicated  that  complications  re- 
ported to  them  were  perforation  of  diverticuli, 
lesions  in  ulcerative  colitis,  duodenal  and  gastric 
ulcer.  Also,  that  regional  enteritis  has  developed 
during  the  course  of  treatment  with  Indocin. 
However,  small  bowel  perforations  oecurring 


with  Indocin  have  not  been  reported.  It  is  inter- 
esting to  note  that  the  histalogical  changes  in 
the  specimen  of  case  5 were  consistent  with 
regional  enteritis. 


COMMENTS:  Five  cases  of  ulcers  of  the 
small  bowel,  in  which  none  of  the  more  common 
etiology  causes  can  be  implicated  has  been  re- 
ported. Concern  over  the  possibility  of  enteric- 
coated  potassium  chloride  tablets  or  Indocin 
as  the  etiological  agents  have  been  noted.  There 
is  a strong  suggestion  that  these  lesions,  which 
we  have  now  begun  to  recognize,  has  increased 
in  incidence  over  the  past  two  years,  are  related 
to  drug  therapy.  They  are  pathologically  some- 
what different  from  that  noted  in  the  surgical 
literature  prior  to  1963.  Thus,  not  only  has  the 
incidence  changed,  but  also  the  clinical  spectrum 
of  the  pathological  features  have  changed,  com- 
prising very  strong  evidence  that  we  are  dealing 
with  some  irritating  agent  producing  these  ul- 
cers with  obstruction,  perforation  or  hemorrhage 
of  the  small  bowel.  That  the  difficulty  of  diag- 
nosis are  the  facts  that  the  prodromal  symptoms 
are  vague  or  non-existent.  In  each  of  the  patients 
the  presenting  symptoms  and  physical  findings 
were  referrable  to  the  complication  of  an  ulcer, 
rather  than  the  ulcer.  Whether  in  the  light  of 
our  current  experience,  we  are  now  able  to  sus- 
pect the  diagnosis  in  a patient  with  recurrent 
episodes  of  small  bowel  pathology,  one  must  be 
cognizant  of  the  drug  therapy  the  patient  has 
been  on  in  the  past. 


Gross  and  microscopic  findings  in  the  cases 
presented  are  fairly  consistent.  No  ectopic  gastric 
mucosa  was  present.  There  was  no  other  etiologic 
factor  to  explain  the  pathological  findings  in 
these  patients.  Ulcers,  when  present  were  soli- 
tary and  not  associated  with  inflammatory  dis- 
ease in  the  remaining  small  bowel  and  mesentery. 
Necrosis  and  resultant  stricture  of  the  intestine 
had  produced  obstructive  symptoms.  The  dis- 
parity between  the  lesser  degree  of  mucosal 
ulceration  and  the  more  marked  submucosal 
fibrosis  depends  upon  when  the  irritant  is  re- 
ceived and  pathology  started.  The  true  path- 
ogenesis of  the  primary  ulcer  of  the  small  intes- 
tine still  remains  obscure.  However,  even  though 
a vascular  occlusion  is  not  noted  microscopically 
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in  the  mesenteric  vessels,  a condition  of  inter- 
mittent spasm  could  be  the  end  result.  In  those 
cases  of  small  bowel  ulceration  with  or  without 
perforation,  when  a thrombotic  vessel  in  the 
mesentery  is  noted  microscopically,  the  ulcera- 
tion is  noted  on  the  mesenteric  border.  In  the 
cases  presented  above,  the  ulcers  were  found 
on  the  antimesenteric  border. 

SUMMARY:  Five  patients  with  surgical  con- 
ditions of  the  small  bowel  have  been  described 
with  findings  including  stenosis,  ulceration,  per- 
foration and  bleeding.  Microscopic  studies  have 
indicated  these  ulcerations  are  either  secondary 
to  vascular  changes,  which  may  be  initiated  by 
a drug,  or  by  vascular  spasm  resulting  in  a pic- 
ture as  seen  with  minute  thrombotic  mesentery 
vascular  occlusion.  These  ulcerations  or  perfora- 
tions have  predominantly  been  on  the  antimesen- 
teric border,  in  contradistinction  with  those  vas- 
cular occlusions  of  the  small  bowel  which  are 
primarily  confined  to  the  mesenteric  border. 

These  lesions  are  not  always  easy  to  identify 
at  exploration,  particularly  when  prior  surgery 
has  caused  adhesions.  The  lesions  may  be  easily 


missed  unless  the  bowel  at  the  point  of  dilatation 
is  carefully  palpated  for  induration  and  the 
inability  to  dilate  distally.  A second  stenotic 
lesion  distal  to  the  first  may  be  easily  missed 
unless  one  keeps  in  mind  the  occasional  multiple 
lesions  that  may  be  present.  The  treatment  of 
choice  is  segmental  resection. 


The  cases  of  small  intestine  perforation  asso- 
ciated with  Indocin  therapy  is  reported. 

I wish  to  express  my  appreciation  to  Dr.  C. 
Davee,  Director  of  Veterans  Administration  Hos- 
pital, Phoenix,  Arizona,  for  permission  to  present 
cases  1,  2 and  3,  and  to  Dr.  Dewitt  Englund  for 
permission  to  present  cases  4 and  5. 
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The  Community  Pesticide  Study  in  Arizona 


Laurence  S.  Maynard,  M.D. 
James  M.  Witt,  Ph.  D. 


Arizona  has  been  selected  as  one  of  the  twelve  states  in  which  a commu- 
nity study  to  discover  evidence  of  pesticidal  intoxication  among  the  human 
population  is  to  be  undertaken.  A special  study  unit  for  this  purpose  is 
housed  at  the  University  of  Arizona.  This  study  is  financed  by  a research 
contract  with  the  United  States  Public  Health  Service.  It  is  being  under- 
taken in  close  cooperation  with  the  Arizona  State  Department  of  Health 
and  several  County  Health  Departments.  It  is  expected  that  the  completion 
of  this  study  will  require  between  five  to  ten  years. 

The  cooperation  of  practicing  physicians  is  solicited  to  uncover  cases 
demonstrating  clinical  evidence  of  pesticidal  poisoning.  The  study  unit  at 
the  University  of  Arizona  will  undertake  chemical  analyses  on  biopsy 
specimens,  if  requested  to  do  so  by  a physician. 


The  production  and  use  of  the  chlorinated 
hydrocarbon  insecticides  have  increased  enor- 
mously since  the  discovery  of  the  inseeticidal 
properties  of  DDT  in  the  early  1940’s.  By  1962, 
annual  use  of  insecticides  alone  had  reached 
about  350  million  pounds,  and  the  amounts  of 
herbicides,  fungicides,  etc.,  are  at  least  as  great. 
It  is  estimated  that  5%  of  the  land  area  of  the 
United  States  is  treated  at  least  once  each  year 
with  some  form  of  pesticide. 

The  fundamental  differences  between  the  ch- 
lorinated hydrocarbons,  and  the  older  inorganic 
insecticides,  such  as  lead  arsenate,  are  that  the 
insecticidal  effectiveness  of  the  chlorinated  hy- 
drocarbons persist  for  a longer  time  than  the 
older  insecticides  and  they  are  accumulated  in 
the  tissues  of  plants  and  animals  more  readily 

University  of  Arizona,  Department  of  Entomology 
College  of  Agriculture,  Tucson,  Arizona. 


than  the  older  compounds  and  as  a result  are 
transferred  to  various  organisms  in  ecological 
food  chains.  The  persistenee  in  the  environment 
of  these  substances  raises  the  question  of  possible 
chronic  toxicity  from  long  continued  ingestion 
of  small  quantities  of  these  insecticides. 

The  public  at  large  became  aware  of  the 
possible  dangers  of  the  new  pestieides  largely 
through  the  publieation  in  1962  of  Rachel  Car- 
son’s book.  Silent  Spring\  and  considerable  furor 
was  aroused.  This  book  can  be  criticized  as 
being  biased  and  unscientific  in  its  approach, 
but  it  did  raise  a number  of  questions  which 
deserved  answers,  and  still  do.  Ecologieally  ori- 
ented writers  have  also  discussed  the  possible 
effects  of  these  substances  on  the  biosphere  in 
somewhat  less  emotional  terms^,  but  have  like- 
wise pointed  out  that  we  need  to  know  more 
about  the  possible  harmful  consequences  of  the 
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widespread  use  of  toxic  substances  which  persist 
in  the  environment.  In  order  to  investigate  pos- 
sibilities, several  governmental  and  congression- 
al committees  were  formed  and  made  recom- 
mendations for  regulation  of  the  use  of  pesticides, 
and  research  into  the  effects  of  these  substances 
on  human  health®’  ®.  As  one  of  the  re- 
sults of  these  recommendations,  the  Commu- 
nity Pesticide  Study  was  set  up,  under  U.  S. 
Public  Health  Service  research  contracts  in  12 
states.  In  Arizona  the  study  is  being  carried  out 
by  the  University  of  Arizona,  at  Tucson,  in  close 
cooperation  with  the  State  and  County  Health 
Departments.  The  study  is  expected  to  take  five 
to  ten  years  to  complete. 

The  purpose  of  the  study  is  to  determine  the 
impact  of  pesticides  in  the  environment  on 
people,  and  a combined  epidemiological  and 
biochemical  approach  will  be  used. 

Data  will  be  sought  along  four  principal  lines: 
use  of  pesticides  in  the  community,  exposure  to 
pesticides  by  people,  accumulation  of  pesticides 
by  people,  and  finally,  the  effects  on  the  health 
of  people. 

Contrary  to  what  one  might  expect,  figures 
on  the  total  amounts  of  pesticide  used  in  Arizona, 
or  any  other  state,  are  not  readily  available. 
We  are  obtaining  this  data  from  the  principal 
distributors  of  these  materials,  the  agricultural 
applicators,  some  of  the  large-scale  agricultural 
operators,  and  eventually  we  will  employ  a pesti- 
cide use  questionnaire  in  certain  selected  inten- 
sive study  areas,  both  agricultural  and  urban. 
By  these  means  we  should  be  able  to  answer 
the  question,  how  much  pesticide  is  used? 

Exposure  to  pesticides  comes  from  several 
sources.  Most  important  to  the  populace  as  a 
whole  are  the  residues  found  in  foods.  Other 
factors  are  occupational  exposure  in  agricultural 
workers,  pesticide  formulators,  aerial  applicators. 
Dust-borne  and  water-borne  drift  from  fields 
where  pesticides  have  been  applied,  into  adja- 
cent areas,  may  also  be  an  important  factor.  We 
are  analyzing  air  and  water  samples  to  determine 
severity  and  extent  of  the  drift  problem,  and 
foods  available  in  the  supermarkets  will  be 
sampled  to  determine  the  pesticide  load  in  the 
average  diet.  The  occupationally  exposed  groups 
will  be  followed  closely,  in  the  hope  that  we 
may  be  able  to  determine  whether  or  not  they 
have  a higher  incidence  of  neurological,  psychia- 
tric, liver  pathology,  or  other  disorders  than  the 
general  population.  The  physicians  of  Arizona 


can  be  of  great  help  to  us  in  this  part  of  the 
study,  by  being  alert  for  une.xplained  symptoms 
in  any  patient  who  is  occupationally  exposed  to 
pesticides,  and  by  obtaining  a pesticide  exposure 
history  in  patients  with  liver  disease,  or  neuro- 
psychiatric disorders. 

A distinction  should  be  made  here  between 
the  organic  phosphate  insecticides,  and  the  chlor- 
inated hydrocarbons.  The  organic  phosphates 
have  a much  higher  acute  toxicity,  and  most 
acute  poisoning  cases  are  due  to  them.  Depres- 
sion of  blood  cholinesterase  and  the  presence  of 
p-nitrophenol  in  the  urine  confirm  the  diagnosis, 
and  treatment  is  by  atropine  in  large  doses  (2 
mg.  or  more)  until  clinical  signs  of  atropiniza- 
tion  are  noted.  2-PAM  (Pyridine  — 2-aldoxime 
methiodide)  is  also  useful  in  therapy.  However, 
the  organic  phosphates  do  not  persist  in  the 
environment  for  very  long,  so  they  are  essentially 
industrial  hazards,  like  carbon  tetrachloride  in 
the  cleaning  industry,  seldom  affect  those  not 
occupationally  exposed,  and  have  little  potential 
for  causing  chronic  toxicity  in  the  population  at 
large.  A note  of  caution  is  in  order  — these 
compounds  have  been  used  for  suicidal  and  even 
for  homicidal  purposes,  so  the  physician  should 
be  aware  of  this. 

The  chlorinated  hydrocarbons  are  of  lesser 
importance  as  a cause  of  acute  poisoning,  al- 
though cases  have  been  reported.  However, 
since  they  persist  in  the  environment  for  long 
periods,  and  are  stored  in  body  fat,  chronic 
toxicity  is  always  a possibility.  Studies  in  ani- 
mals have  shown  that  the  primary  site  of  action 
is  the  central  nervous  system,  although  liver 
damage  has  been  observed  as  welF.  We  can  offer 
laboratory  assistance  to  any  physician  confront- 
ed with  a case  in  which  pesticide  toxicity  is  a 
possibility;  since  these  substances  are  stored  in 
body  fat,  a biopsy  of  fatty  tissue  (one  gi'am  is 
sufficient ) can  be  analyzed  for  pesticide  content. 
We  employ  gas  chromatogiaphy  with  the  elec- 
tron capture  detector;  these  techniques  can  de- 
tect pesticides  in  quantities  of  less  than  one 
nanogram.  Data  is  widely  available  on  the 
“normal”  levels  of  pesticide  in  body  fat,  and  a 
correlation  between  blood  and  fat  levels  has 
been  reported,  but  is  not  yet  well  substantiated. 
We  hope  to  obtain  further  data  on  this  point,  so 
that  eventually  the  more  readily  available  blood 
sample  may  be  substituted  for  the  fat  biopsy,  but 
at  this  time  we  must  ask  for  both  fat  and  blood 
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samples.  Any  physician  desiring  pesticide  analy- 
sis on  one  of  his  patients  should  phone  the  auth- 
ors at  the  University  of  Arizona  (Tucson), 
884-1861,  Extension  815;  we  will  advise  on  the 
method  of  obtaining  and  storing  the  sample. 

We  are  now  obtaining  data  on  the  pesticide 
load  in  our  population  by  assaying  tissues  ob- 
tained at  autopsy  for  pesticide  content.  We  are 
also  interested  in  determining  how  much  pesti- 
cide is  present  in  the  new-born  infant,  by  placen- 
tal transfer.  Obtaining  biopsies  from  new-borns 
is  not  very  practical,  so  we  have  obtained  the 
cooperation  of  some  of  the  obstetricians  in 
the  Tucson  area,  and  are  collecting  foreskins 
from  male  infant  circumcisions,  plus  placenta 
from  the  same  birth. 

The  final  aspect  of  the  problem  — effects  of 
pesticides  on  health  — will  be  the  most  difficult 
to  establish.  We  are  setting  up  intensive  study 
areas  where  we  hope  to  follow  the  health  and 
morbidity  of  the  population  as  correlated  with 
pesticide  exposure  over  a prolonged  period  of 
time.  A similar  approach  will  be  followed  with 
some  of  the  occupationally  exposed  groups,  such 
as  the  pest  control  operators.  We  will  be 
calling  on  the  private  physicians  to  obtain  his- 
tories and  physicals,  from  some  of  these  subjects, 
with  follow-up  from  time  to  time. 


Sumnuinj:  Public  concern  over  contamination 
of  the  environment  by  pesticides  has  been  in- 
creasing in  recent  years,  but  there  is  little  data 
from  which  one  may  draw  conclusions  about 
the  hazards,  if  any,  produced  by  present  levels. 
In  an  attempt  to  gain  more  information  about 
this,  the  U.  S.  Public  Health  Service  has  spon- 
sored studies  in  twelve  states,  of  which  Arizona 
is  one.  Data  is  being  gathered  on  four  principal 
aspects  of  the  problem;  the  amount  of  pesticide 
used  in  the  community,  exposure  of  people  to 
pesticides,  absorption  of  pesticides  by  people, 
and  the  consequences  of  this  to  human  health. 
Cooperation  by  the  physicians  of  Arizona  is 
sought,  to  bring  to  our  attention  possible  cases 
of  acute  and  chronic  toxicity.  We  will  offer  to 
the  physician  the  laboratory  facilities  for  pesti- 
cide analysis  in  human  biopsy  material. 
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A Study  of  the  Experience 
of  Utilization  Committees 


by 

Elbert  M.  Marcom 


At  a time  when  the  Utilization  Committee  is  being  hailed  as  the  means 
of  preventing  bed  shortages  under  Medicare,  Mr.  Elbert  M.  Marcom 
questions  whether  experience  has  not  rather  produced  convincing  evidence 
to  the  contrary.  The  study  used  as  the  basis  for  this  report  indicates  that 
the  available  number  of  beds  plays  a more  significant  role  in  utilization 
than  has  heretofore  been  recognized. 


Editor’s  Note:  One  factor  not  considered  by  Mr.  Marcom  in  his 
review  is  that  of  type  of  case.  This  may  prove  to  be  insignifi- 
cant, but  is  nonetheless  pertinent.  The  point  is  that  the  addi- 
tional beds  may  have  been  occupied  by  patients  whose  elective 
procedures  had  been  perforce  postponed. 


Proliferation  of  medical  staff  utilization  com- 
mittees in  recent  years  has  been  both  rapid  and 
widespread.  As  law  now  requires  such  commit- 
tees in  institutions  which  will  serve  medicare 
patients,  their  multiplication  is  likely  to  become 
even  more  rapid.  Yet  little  has  been  reported 
about  effects  of  the  committees  on  utilization 
experience  of  hospitals  in  which  they  have  been 
active.  This  paper  discusses  such  effects. 

The  specific  purpose  of  the  present  study  is 
to  determine  whether  hospital  utilization  com- 
mittees in  a particular  group  of  hospitals  have 
been  sufficiently  effective  to  produce  significant 
changes  from  utilization  experience  of  the  same 
hospitals  before  committees  were  instituted.  In 
a broader  sense,  and  stated  more  succinctly,  the 
problem  posed  is  this:  Are  utilization  commit- 
tees effective? 

Mr.  Marcom  received  his  M.H.A.  Degree  at  Duke  University 
in  1965.  This  article  is  abstracted  from  his  Master’s  Report  at 
Duke.  He  is  currently  employed  in  the  Licensure  and  Certifica- 
tion Section  of  the  Arizona  State  Department  of  Health  as 
Medical  Facilities  Field  Representative  Supervisor. 


To  evaluate  impartially  the  results  of  utiliza- 
tion committees,  one  must  first  consider  just 
what  they  have  been  expected  to  do.  As  its 
name  implies,  the  utilization  review  committee 
is  a medical  staff  committee  which  takes  as  its 
primary  function  a combined,  continuing  med- 
ical and  administrative  review  of  the  manner 
in  which  hospital  facilities  are  utihzed  by  physi- 
cians admitting  patients  to  them.  Under  purview 
of  this  committee  falls  an  examination,  for  vari- 
ous selected  cases,  of  such  matters  as  original 
necessity  for  admission  to  the  hospital,  need 
for  and  effectiveness  of  the  treatment  received 
there,  and  appropriateness  of  the  length  of  stay 
in  the  hospital. 

Robert  M.  Sigmond  lists  two  desirable  effects 
of  utilization  committee  activity  on  overall  util- 
ization experience.^  One  is  reduction  of  the  in- 
patient rate  of  utilization  to  the  lowest  level 
consistent  with  high  quality  care.  This  could  be 
achieved  through  provision  of  more  outpatient 


July,  1966 


527 


treatment  and  elimination  of  unnecessary  ad- 
missions. The  second  goal  would  be  increasing 
the  inpatient  rate  of  utilization  in  relation  to 
beds.  This  increase  in  occupancy  rate  would 
constitute  more  efficient  use  of  facilities  and 
might  forestall  construction  of  additional  facil- 
ities. 

Thus  a basic  assumption  underlying  utiliza- 
tion committee  activity  is  that  more  discreet  and 
proper  utilization  of  hospital  facilities  may  re- 
sult in  a higher  percentage  of  occupancy  for 
present  facilities,  a consequent  declining  rate 
of  building  new  beds,  a lower  admission  rate 
in  relation  to  population,  and  possibly  a shorter 
average  length  of  stay.  Each  of  these  eventuali- 
ties could,  upon  realization,  have  very  favorable 
financial  impact  toward  provision  of  health  care 
for  the  community. 

This  study  is  a gross  one  in  the  sense  of 
examining  figures  for  a group  of  hospitals  rather 
than  focusing  on  any  particular  hospital.  The 
specific  group  studied  comprises  all  non-federal, 
short  term  general  and  other  special  hospitals 
situated  in  the  four  county  Tenth  Councilor 
District  of  the  Pennsylvania  Medical  Society. 
These  counties  — Alleghany,  Beaver,  Lawrence, 
and  Westmoreland  — compose  a major  segment 
of  the  Pittsburgh  metropolitan  area. 

This  geographic  area,  hereinafter  called  simp- 
ly “Pittsburgh,”  possesses  two  primary  charac- 
teristics which  make  it  particularly  suitable  for 
study.  First,  the  medical  society  in  the  Tenth 
Councilor  District,  in  conjunction  with  the  local 
hospital  association  and  other  health  agencies, 
has  sponsored  a continuing  program  for  studying 
utilization,  one  facet  of  which  has  been  establish- 
ment of  functioning  utilization  committees  in 
hospitals  of  the  district.  Thus  this  area  provides 
a group  of  hospitals  well  saturated  with  utiliza- 
tion committees.  Secondly,  the  program,  includ- 
ing the  utilization  committee  facet,  has  been  in 
action  since  1959;  hence  any  effect  of  utilization 
committees  should  have  had  ample  time  to  be- 
come evident.  Because  of  the  sustained  and 
concentrated  focus  on  utilization  practice  in  the 
Pittsburgh  region,  hospitals  there,  probably  more 
than  any  other  area  in  the  country,  should  re- 
flect any  changes  in  utilization  attributable  to 
utilization  programs  and,  more  specifically, 
utilization  committees. 

The  primary  approach  of  the  study  is  to  com- 
bine standard  data  of  population,  number  of 
beds,  number  of  admissions,  and  number  of 


patient  days  into  several  ratios  or  indicators 
such  as  occupancy  rate,  average  length  of  stay, 
admissions  per  thousand  persons,  patient  days 
per  thousand  persons,  and  available  beds  per 
thousand  persons.  These  indicators  are  comput- 
ed at  three  different  intervals:  1953,  five  years 
before  the  beginning  of  utilization  committee 
emphasis;  1958,  for  an  idea  of  conditions  as 
emphasis  began;  and  1963,  ending  a five-year 
period  during  which  committees  were  very  ac- 
tive. These  dates  of  data  collection  allow  com- 
parison of  indicator  changes  and  rates  of  change 
between  a five-year  period  in  which  utilization 
committees  were  not  active  and  a five-year 
period  characterized  by  vigorous  committee 
activity.^ 

To  heighten  over-all  trends,  and  to  obviate 
partially  distortion  resulting  from  natural  growth 
of  the  control  group  hospitals,  the  same  indi- 
cators are  computed  also  for  the  groups  of  all 
Pennsylvania  hospitals  and  all  United  States 
hospitals.  These  groups  are  also  limited  to  non- 
federal,  short  term  general  and  other  special 
hospitals. 

For  the  1958  through  1963  study  period,  dur- 
ing which  utilization  committees  were  active,  it 
was  found  that  occupancy  rate  (Table  1.)  for 
the  Pittsburgh  study  group  increased  at  a mark- 
edly increased  rate  compared  to  that  of  the 
previous  five-year  period.  Also  during  the  sec- 
ond interval,  average  length  of  stay  (Table  II.) 
decreased  at  an  increased  rate  over  that  for  the 
first  period.  For  both  of  these  indicators,  relative 
increases  in  rate  of  change  for  the  second  period 
as  compared  to  those  of  the  first  period  were 
strikingly  greater  for  the  Pittsburgh  group  than 
for  either  all  Pennsylvania  hospitals  or  all  United 
States  hospitals. 

Significance  of  changes  in  these  two  factors 
may  be  more  easily  weighed  by  converting  the 
changes  into  a common  denominator  in  the  form 
of  bed  days,  as  shown  in  Table  VI.  Total  bed 
days  gained  from  these  two  changes  represent 
about  six  percent  of  the  total  patient  days 
actually  used  in  Pittsburgh  in  1958.  If  the  ad- 
missions per  thousand,  patient  days  per  thousand, 
and  beds  per  thousand  ratios  had  remained  at 
their  1958  level,  these  additional  bed  days  would 
have  provided  sufficient  increased  capacity  in 
the  1958  number  of  beds  to  have  served  more 
than  three  and  a half  times  the  actual  Pittsburgh 
population  increase  from  1958  through  1963,  if 
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these  persons  had  used  hospitals  at  the  1958 
admission  rate. 

TABLE  I. 

AVERAGE  PERCENTAGE  OF  OCCUPANCY 


1953 

1958 

1963 

1953-1958  1958-1963 
Rate  and  Rate  and 
Direction  Direction 
of  Change  of  Change 

Pittsburgh 

79.2 

79.8 

81.3 

+0.76% 

+1.88% 

Pennsylvania 

75.1 

77.1 

78.0 

+2.66% 

+1.17% 

United  States 

72.1 

74.0 

76.0 

+2.66% 

+1.17% 

exhibited  an  increased  occupancy  rate  and  a 
decreased  length  of  stay,  both  of  which  factors 
changed  at  accelerated  rates  over  those  of  the 
previous  five-year  period.  For  these  indicator 
changes,  and  particularly  for  the  accelerated 
rates  of  change,  there  is  no  apparent  reason 
other  than  the  expressed  desire  and  effort  of 
utilization  committees  to  utilize  hospital  facili- 
ties to  their  greatest  efficiency. 


TABLE  II. 

AVERAGE  LENGTH  OF  STAY  IN  DAYS 

1953  1958  1963  1953-1958  1958-1963 


Rate  and  Rate  and 
Direction  Direction 
of  Change  of  Change 


Pittsburgh 

10.1 

9.8 

9.38 

-2.73% 

-4.30% 

Pennsylvania 

9.44 

9.1 

9.16 

-3.60% 

+0.66% 

United  States 

7.9 

7.6 

7.67 

-3.80% 

+0.92% 

Viewed  another  way,  the  additional  capacity 
in  the  1958  beds  would  have  provided  hospital- 
ization at  the  1958  rate  of  utilization  for  the 
actual  population  increase,  plus  making  possible 
an  additional  six  admissions  per  thousand  persons 
for  the  entire  1963  population.  This  increase  in 
admission  rate  compares  with  actual  increases 
of  eight  and  nine  per  thousand,  respectively,  for 
Pennsylvania  and  the  United  States  from  1958 
through  1963.  To  have  kept  pace  with  the  other 
groups,  Pittsburgh  would  have  had  to  build  less 
than  one  hundred  and  fifty  beds,  or  about  one- 
sixth,  of  the  eight  hundred  and  eighty  actually 
built  during  the  period. 

Admissions  per  thousand  and  patient  days  per 
thousand  indices  (Tables  III.  and  IV.)  for  Pitts- 
burgh both  increased  at  increased  rates  during 
the  1958  through  1963  period;  hence  the  quantity 
of  hospitalization  experienced  was  not  success- 
fully curbed.  The  beds  per  thousand  ratio  ( Table 
V. ) also  increased  at  an  increased  rate  during 
the  second  period,  challenging  the  idea  that 
increased  occupancy  rates  will  slow  the  accretion 
rate  for  new  beds. 

That  overall  utilization  experience  in  the 
Pittsburgh  area  deviated  markedly  from  that  of 
the  state  and  the  nation  during  the  critical 
second  five-year  interval  cannot  be  denied.  In 
1958  the  Pittsburgh  admission  rate  was  equal  to 
that  for  the  other  two  groups;  its  occupancy 
rate  and  bed  ratio  were  both  much  higher  than 
those  of  the  other  groups.  By  1963  this  area  had 
added  almost  ten  per  cent  additional  beds  while 
experiencing  a population  increase  of  only  about 
one  and  a half  per  cent;  hence  Pittsburgh  in 
1963  had  no  dearth  of  beds  in  relation  to  pop- 
ulation. Yet  for  the  second  period  this  area 


TABLE  III. 

ADMISSIONS  PER  TPIOUSAND  PERSONS 

1953  1958  1963  1953-1958  1958-1963 


Rate  and  Rate  and 
Direetion  Direction 
of  Change  of  Change 


Pittsburgh 
Pennsylvania 
United  States 

117 

114 

114 

125 

125 

125 

143 

133 

134 

+6.837o 

+9.65% 

+9.65% 

+14.4% 
+ 6.4% 
+ 7.2% 

TABLE  IV. 

PATIENT  DAYS  PER  THOUSAND  PERSONS 

1953 

1958 

1963 

1953-1958  1958-1963 

Rate  and 

Rate  and 

Direcdon 

Direction 

of  Change  of  Change 

Pittsburgh 

1,179 

1,225 

1,345 

+3.90% 

+9.60% 

Pennsylvania 

1,080 

1,141 

1,216 

+5.65% 

+6.56% 

United  States 

904 

946 

1,027 

+4.65% 

+7.86% 

Occupancy  and  length  of  stay  are  not,  how- 
ever, the  only  relevant  variables  in  determining 
the  extent  of  utilization,  as  is  plainly  evidenced 
in  the  Pittsburgh  situation.  The  relative  number 
of  beds  available  is  also  an  important  considera- 
tion. Concurrent  with  increased  occupancy  and 
decreased  length  of  stay,  Pittsburgh  added,  in 
the  1958  through  1963  interval,  almost  ten  per 
cent  more  beds.  Over  the  same  period  the  admis- 
sions per  thousand  index  increased  a phenom- 
enal 14.4  percent,  an  increase  far  outstripping 
that  for  the  previous  five  years. 

Yet  one  avowed  purpose  of  utilization  com- 
mittees is  the  reduction  in  number  of  unneces- 
sary admissions.  Another  purpose  of  these  com- 
mittees involves  the  more  efficient  use,  including 
higher  occupancy,  of  current  hospital  facilities 
as  an  alternative  to  building  additional  beds. 
Despite  these  stated  functions  of  utilization  com- 
mittees, Pittsburgh  experienced,  during  a five- 
year  period  in  which  such  committees  were 
active,  increases  in  admission  rate  and  bed  ratio 
at  an  accelerated  rate  of  increase  over  the  pre- 
vious five-year  period  in  which  utilization  com- 
mittees were  not  active. 

Judged  purely  from  the  standpoint  of  relative 
indicator  changes,  one  could  only  judge  that 
utilization  committees  have  not  in  this  case  had 
any  effect  whatever  in  reducing  unnecessary 
admissions  or  in  slowing  bed  accretion.  It  seems 
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incoaceivable  to  think  that  the  populace  of  Pitts- 
burgh would  have  become  sufficiently  less 
healthy  between  1958  and  1963  to  necessitate  an 
increase  in  admission  rate  equivalent  to  twice 
that  of  the  United  States  for  the  same  period. 

TABLE  V. 

BEDS  PER  THOUSAND  PERSONS 

1953  1958  1963  1953-1958  1958-1963 
Rate  and  Rate  and 
Direction  Direction 
of  Change  of  Change 
Pittsburgh  4.08  4.20  4.53  +2.94%  +7.86% 

Pennsylvania  3.94  4.05  4.26  +2.80%  +5.09% 

United  States  3.43  3.50  3.70  +2.04%  +5.72% 


TABLE  VI. 

SIGNIFICANCE  OF  INCREASED  OCCUPANCY 
RATE  AND  DECREASED  LENGTH  OF  STAY  FOR 
PITTSBURGH  FROM  1958  THROUGH  1963 

A.  Additional  capacity  due  to: 

1.  Decrease  in  average  length  of  stay  Bed  Days 

0.42  patient  day  decrease  x 

278,433  admissions  = 117,000 

2.  Increase  in  occupancy  rate 
9,375  beds  x 365  days  per  year  x 

0.015  occupancy  rate  increase  = 51,300 


Total  increased  capacity  = 168,300 

B.  Conversion  of  increased  capacity  to  equivalent  1963 
admissions 

168,300  bed  days  increase  in  cap.  = 17,900  equivalent 
9.38  patient  days  1963  avg.  stay  1963  admissions 

C.  Relation  of  increase  in  admissions  to  population 
17,900  increase  in  possible  adm.  = 5.50  possible  adms. 

32.6  thousand  increase  in  pop.  per  100  for  new  pop. 
32.6  thos.  125  admissions  per  4,075  additional 
increase  in  X 1000  for  Pittsburgh  = adms.  to  provide 
population  in  1958  new  pop.  with 

1958  level  of 
utilization 

17,900  additional  possible  admissions 
— 4,075  admissions  required  to  bring  new  population  to 
1958  rate  of  utilization 

13,825  remaining  admissions  to  be  spread 
over  entire  1963  population 

13,825  remaining  possible  admissions  = 6.1  additional 
2,262,000  total  1963  Pittsburgh  area  pop.  possible  adm. 

per  1,000 

Though  of  course  any  definition  of  “necessary” 
hospitalization  is  debatable,  one  could  only  sur- 
mise from  the  phenomenal  increase  in  admission 
rate  that  incidence  of  unnecessary  admissions 
has  not  decreased  but  has  quite  probably  in- 
creased. 

No  evidence  has  been  found  in  this  study  to 
indicate  that  an  increased  occupancy  rate  has 
been  in  any  way  a deterrent  to  addition  of  new 
beds.  The  Pittsburgh  bed  ratio  increased  at  an 
increased  rate  during  the  1958  through  1963 
period  concurrent  with  a substantial  increase  in 
oecupancy  rate,  which  was  expected  to  provide 
additional  eapacity  and  thus  diminish  the  accre- 
tion rate  for  new  beds. 

At  this  point  it  is  perhaps  constructive  to  pro- 
pose a fundamental  distinction  between  “effec- 


tiveness” and  “quantity”  as  being  separable 
facets  of  utilization  control.  “Effectiveness”  re- 
fers to  the  relative  degree  to  which  hospitals  are 
being  used  efficiently;  it  may  be  measured  in 
terms  of  the  inerease  in  hospital  capacity  made 
possible  through  an  increased  occupancy  rate 
and  decreased  average  length  of  stay.  “Quanti- 
ty” alludes  quite  simply  to  the  relative  quantity 
of  hospitalization  used,  as  measured  primarily 
in  admissions  per  thousand  and  seeondarily  in 
patient  days  per  thousand. 

In  terms  of  these  divisions  of  effectiveness  and 
quantity,  Pittsburgh  area  utilization  experience 
can  be  conveniently  categorized.  It  would  ap- 
pear that  utilization  committees  there  have  been 
quite  suecessful  in  significantly  improving  the 
effectiveness  of  hospital  care.  In  changing  or 
controlling  the  quantity  of  hospitalization  used, 
however,  these  same  committees  apparently 
have  had  no  influence  whatever. 

To  assert  that  utilization  comittees  have  not 
been  effective,  at  least  in  the  Pittsburgh  area,  in 
controlling  the  quantity  of  hospitalization  is  not 
to  imply  that  these  committees  have  no  value 
at  all.  In  order  to  use  the  utilization  committee 
concept  wisely,  one  must  know  what  such  com- 
mittees can  feasibly  accomplish  and,  equally 
important,  what  they  should  not  be  expected 
to  do. 

The  findings  of  this  study  indicate  that  med- 
ical staff  utilization  committees  may  be  reason- 
ably expected,  if  wisely  administered,  to  con- 
tribute significantly  to  increased  effectiveness  in 
utilization  of  hospitals,  as  measured  in  higher 
occupancy  rate  and  shorter  length  of  stay.  No 
evidence  indicates,  however,  that  utilization 
committees  have  any  influenee  or  control  in 
changing  the  quantity  of  hospitalization  used  as 
measured  in  admissions  per  thousand  persons 
and  patient  days  per  thousand  persons;  they 
should  not  be  proliferated  on  the  assumption 
that  they  will  accomplish  this  goal. 

Inasmuch  as  the  increase  in  quantity  of  hos- 
pitalization for  Pittsburgh  for  the  second  period 
corresponds  somewhat  closely  with  the  increased 
capacity  in  new  beds,  it  is  suggested  that  quan- 
tity of  hospitalization  used  is  perhaps  influenced 
more  by  the  number  of  beds  available  than  by 
utilization  committees.  A study  by  Richard  L. 
Durbin  and  Gordon  Antelman  supports  this  opin- 
ion; they  found  that  admission  rates  increase 
very  rapidly  as  the  relative  number  of  beds  in- 
creases.® Given  this  relationship,  one  would  hard- 
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ly  expect  that  any  utilization  committee,  other 
than  one  with  absolute  police  power,  could  with- 
stand public  demand  and  effectively  control 
quantity  of  hospitalization  unless  the  number  of 
beds  available  might  also  be  effectively  limited. 

Ray  E.  Brown  has  proposed  that  hospitals  be 
franchised  by  some  state  agency,  thus  limiting 
the  number  of  beds  available.*  Establishing  a 
controlled  optimum  number  of  beds  for  a par- 
ticular population  would  set  a practical  upper 
limit  to  the  quantity  of  hospitalization  available 
to  that  population.  In  this  situation,  the  utiliza- 
tion committee  would  have  a feasible  task  of 
maintaining  effectiveness  of  utilization  so  that 
the  community  could  receive  an  adequate  quan- 
tity of  hospitalization  from  its  hospitals. 

One  must  not  forget  that  utilization  commit- 
tees are  established  as  the  primary  control  on 
quantity  of  utilization  under  medicare.  Judged 
from  experience  of  utilization  committees  in  the 
Pittsburgh  area,  this  will  be  a formidable,  if  not 
impossible,  task  without  some  limit  on  the  num- 
ber of  hospital  beds.  Let  us  hope  that  some  feasi- 
ble means  of  controlling  utilization  will  be 
achieved  in  the  early  months  of  the  program. 

In  summary,  let  it  be  restated  that  utilization 
committees  promise  significant  improvements  in 
the  effectiveness  of  hospital  utilization  as  evi- 
denced in  increased  occupancy  rates  and  de- 
creased average  length  of  stay.  To  present  them. 


however,  as  a splendid  panacea  for  all  problems 
of  effectiveness  and  quantity  of  hospital  utiliza- 
tion, in  the  absence  of  any  control  of  the  number 
of  beds  available,  is  to  perpetuate  a cruel  hoax 
both  on  hospitals  and  the  general  public. 


SOURCE  NOTES  FOR  TABLES 

Ratios  in  the  tables  were  computed  from  raw  data  of  population, 
number  of  beds,  number  of  admissions,  and  average  daily  census. 
Sources  for  the  original  figures  are  listed  below. 

Population 

1.  Pittsburgh  area  population  figures  for  1953  and  1958  are 
cited  by  county  from  the  1960  Pennsylvania  Statistical  Abstract, 
third  edition,  p.  4.  This  work  is  published  by  the  Bureau  of 
Statistics  of  the  Department  of  Internal  Affairs  of  the  Common- 
wealth of  Permsylvania. 

2.  For  all  Pittsburgh  area  counties  except  Lawrence,  1963 
population  figures  came  from  Population  Estimates,  Series  P-25, 
No.  291  (September  28,  1964),  p.  5.  The  Bureau  of  the  Census 
of  the  U.  S.  Department  of  Commerce  publishes  this  bulletin.  As 
a 1963  estimate  was  not  available  for  Lawrence  Cormty,  a 1962 
estimate  taken  from  the  1963  Pennsylvania  Statistical  Abstract, 
sixth  edition,  p.  7,  was  rounded  upward  to  the  nearest  thousand. 

3.  Pennsylvania  population  estimates  for  1953  and  1958  come 
from  Population  Estimates,  Series  p-25.  No.  229  (May  22,  1961), 
pp.  4-5.  The  1963  figure  is  from  Series  P-25,  No.  289  (August 
31,  1964),  p.  10. 

4.  All  United  States  population  figures  are  found  in  Popula- 
tion Estimates,  Series  P-25,  No.  278  (January  29,  1964),  p.  7. 
Other  Data 

1.  For  Pennsylvania  and  the  United  States,  all  other  figures 
came  from  the  statistics  sections  of  the  respective  1954,  1959, 
and  1964  Guide  Issues  of  Hospitals.  An  exception  to  this  are  the 
1953  Pennsylvania  figures,  which  are  placed  in  the  1954  Guide 
Issue  at  the  first  of  the  listing  of  Pennsylvania  hospitals. 

2.  Pittsburgh  area  data  represent  the  collected  totals  for  all 
individual  non-federal  short  term  hospitals  located  in  the  four 
county  study  area.  These  individual  hospital  figirres,  shown  in 
Table  VIII,  were  collected  from  listings  of  Pennsylvania  hospitals 
in  the  1954,  1959,  and  1964  Guide  Issues  of  Hospitals. 

NOTES 

1.  Sigmond,  Robert  M.  “Controlling  Hospital  Use  through  Medi- 
cal-Staff Utilization  Committees,”  Where  is  Hospital  Use 

Headed  (Chicago:  University  of  Chicago,  1962),  pp.  73-80. 

2.  Reports  on  utilization  committee  activity  include: 

London,  Morris,  and  John  A.  Nave,  M.D.  “Western  Pennsyl- 
vania Pioneers  with  Special  Utilization  Project,”  Hospital 
Topics,  XLII  (August,  1964),  47-51. 

London,  Morris.  “Utilization  Committees,”  Medical  Record 
News,  XXXIV  (August,  1963),  149-152,  175ff. 

Sigmond,  Robert  M.  “What  Utilization  Committees  Taught 
Us,”  The  Modem  Hospital,  C (February,  1963),  67-71. 
Durbin,  Richard  L.  and  Gordon  Antelman.  “A  Study  of  the 
Effects  of  Selected  Variables  on  Hospital  Utilization,”  Hos- 
pital Management,  XCVIII  (August,  1964),  57-60. 

Brown,  Ray  E.  “Let  the  Public  Control  Utilization  through 
Planning,”  Hospitals,  XXXIII  (December,  1959),  34-39ff. 
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allergic  reactions  have  been  reported.  Patients 
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comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
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long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginiti; 
and  dermatitis.  If  adverse  reaction  or  idiosyrv 
crasy  occurs,  discontinue  medication  and  inst 
tute  appropriate  therapy.  Anaphylactoid  rea: 
tions  have  been  reported. 
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maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day,  and  main- 
tained this  high  rate  until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart-failure  patients,  AQUATAG  (benzthiazide)  produced  the 
same  weight  loss,  during  a 48-hour  treatment  period  as  did  a maximally  effec- 
tive dose  of  hydrochlorothiazide. 

DOSAGE:  Diuresis,  initially  50  to  200  mg.;  maintenance  25  to  150  mg.,  daily. 
Hypertension  50  to  100  mg.  initially,  adjusted  to  50  mg.  t.i.d.  or  downward  to 
minimal  effective  dosage  level. 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypoka- 
lemia, hypochloremic  alkalosis  and  hyponatremia  may  occur.  Other  reactions 
may  include  blood  dyscrasias,  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  head- 
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carefully  weighed  against  possible  hazards  to  the  fetus. 
CONTRAINDICATIONS;  AQUATAG  (benzthiazide) 
is  contraindicated  in  progressive  renal  disease  or 
disfunction  including  increasing  oliguria  and  azo- 
temia. Continued  administration  of  this  drug  is 
contraindicated  in  patients  who  show  no  response 
to  its  diuretic  or  antihypertensive  properties. 

Before  prescribing  or  administering,  read  the  package 
insert  or  file  card  available  on  request. 
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PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble.  — These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which  a 
physician  may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with  members  of 
allied  professions,  and  with  the  public. 

Section  1.  — The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full-measure  of 
service  and  devotion. 

Section  2.  — Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  available  to  their 
patients  and  colleagues  the  benefits  of  their  professional  attain- 
ments. 

Section  3.  — A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  voluntarily 
associate  professionally  with  anyone  who  violates  this  principle. 

Section  4.  — The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral  character 
or  professional  competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession  and  accept  its 
self-imposed  disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the  profession. 

Section  5.  — A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he  may 
not  neglect  him;  and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  — A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7.  — In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the  patient. 

Section  8.  — A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  enhanced  thereby. 

Section  9.  — A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  character  of  patients,  unless 
he  is  required  to  do  so  by  law  or  unless  it  becomes  necessary 
in  order  to  protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10.  — The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend  not  only 
to  the  individual,  but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 
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Some  physicians  have  declared  that  they  will 
aecept  an  assignment  under  Medicare  when 
treating  “dead-beats,”  transients  and  generally 
poor  credit  risks. 

The  thinking  behind  this  is  obvious,  but  the 
obvious  portion  may,  like  an  iceberg,  be  a small 
portion  of  the  total  consideration. 

The  acceptance  of  an  assignment  means  the 
acceptance  of  what  the  intermediary  says  is  a 
“reasonable  fee.”  The  doctor  is  also  assuming 
that  the  $50.00  deductible  has  been  paid,  and 
thereby  he  also  assumes  that  his  bill  isn’t  the 
first  of  multiple  bills  for  other  physician  services. 

The  cost  of  multiple  billings  hardly  justifies 
more  than  one  statement  for  small  amounts,  and 
the  physician  who  collects  the  20%  from  the  pa- 
tient first,  may  find  that  part  of  the  80%  remain- 
ing may  go  to  the  patient  as  a refund  for  an 
overcharge. 

The  Orange  County  Medical  Society  Quarterly 
Bulletin  in  the  March  issue  had  this  to  say  about 
direct  billing  to  the  patient: 


Assignment  vs.  Direct  Billing 


“1.  All  patients  soon  realize  that  they  are  re- 
sponsible for  bills  and  that  the  government 
plan  is  only  a co-insurance  type  program. 

“2.  If  government  allowances  are  not  high 
enough,  there  will  be  more  individual 
voters  to  bring  pressure  for  an  increase, 
rather  than  have  this  burden  on  a few 
physicians. 

“3.  It  will  allow  the  deductible  and  the  80% 
features  and  does  not  effect  any  individual 
attempts  at  collections. 

“4.  If  there  is  any  question  that  an  individual 
physician  is  overcharging,  then  this  would 
be  mediated  by  local  medical  society 
mediation  committees. 

“5.  It  better  retains  the  identity  of  the  phy- 
sician.” 

The  decision  to  accept  or  not  accept  assign- 
ments under  Medicare  is,  of  course,  an  individ- 
ual decision  as  the  law  permits  both.  Wisdom 
would  dictate  the  examination  of  both  sides  of 
the  coin  before  making  this  decision. 


July,  1966 


535 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Deluxe  Medical  Suites  Available  December  1966 


NORTH  PARK  MEDICAL  CENTER 

78  West  Ray  Road 
Chandler,  Arizona 

SHULTS  REALTY  CO. 

969-5509 
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Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative  cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT 
PACKARD  [hi 


SANBORN 

DIVISION 


July,  1966 


Hewlett-Packard,  JVeely  Sales  Division,  3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 
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DEAN’S  PAGE 


We  Start  to  Build 


On  April  7,  1986,  the  contract  for  construction 
of  the  Basic  Medical  Sciences  Building  was 
signed.  This  was  the  culmination  of  a great  deal 
of  earlier  effort,  much  of  which  has  already  been 
reviewed  on  this  page.  We  are  particularly  grate- 
ful for  the  fine  level  of  cooperation  which  was 
achieved  between  the  representatives  of  the  U.S. 
Public  Health  Service  in  Washington,  our  local 
architects  and  the  Physical  Plant  Division  of  the 
University.  This  made  it  possible  to  complete  all 
of  the  final  working  drawings  for  the  building 
between  last  July,  when  we  received  our  match- 
ing grant,  and  January,  when  the  drawings  were 
submitted  to  Washington  for  final  approval.  This 
permitted  the  opening  of  the  contractors’  bids 
by  March  17  which  led  to  the  contract  signing  on 
April  7. 


This  issue  of  Arizona  Medicine  contains  an 
aerial  view  of  that  portion  of  Tucson  in  which 
the  medical  school  is  to  be  located  (photo  “A”). 
The  view  is  from  the  northeast,  looking  south 
and  west.  At  the  top  right  is  Sentinel  Peak  (gen- 
erally known  as  “A”  Mountain),  west  of  down- 
town Tucson.  Near  the  middle  of  the  picture  is 
the  University  campus.  Its  palm-lined,  eentral 
mall  can  be  visualized  running  east  and  west 
through  the  middle  of  the  campus;  a portion  of 
the  athletic  field  is  recognizable  at  left  center 
and  the  northern-most  extremity  of  the  campus 
can  be  seen  to  end  at  Speedway  Boulevard. 
Speedway  is  the  major,  east-west  street  which 
can  be  seen  crossing  the  picture  from  the  lower 
left  center  to  top  right  center  and  can  also  be 
identified  by  its  tangential  position  to  the  very 
large  parking  lot  almost  exactly  in  the  middle 
of  the  photograph. 


Two  blocks  north  of  Speedway  (in  the  imme- 
diate foreground  of  the  photograph)  is  the  area 
known  as  “Polo  Village.”  The  Quonset  huts 
which  have  housed  married  students  for  so  many 
years  make  it  readily  identifiable.  This  area 
ineludes  approximately  29  acres  and  is  shaped 
somewhat  like«  a right  triangle,  the  right ' angle 
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of  which  is  just  to  the  right  of  the  bottom-center 
of  the  photograph  and  whose  hypotenuse  could 
be  represented  by  a straight  line  parallel  with 
the  bottom  of  the  photograph  and  one-third  of 
the  way  up.  The  large  buildings  a little  below 
the  center  of  the  photograph  (which  the  “hypo- 
tenuse” crosses)  are  fraternity  houses. 

The  second  picture  is  an  enlargement  of  that 
portion  of  the  Polo  Village  area  with  which  we 
are  particularly  concerned  (photo  “B”).  A short 
stretch  of  Speedway  (running  east  and  west) 
would  be  in  the  extreme  upper  left-hand  corner 
of  this  photograph.  Since  Speedway  is  the  north- 
ern border  of  the  main  campus  of  the  University, 
it  is  apparent  from  the  photograph  that  there  are 
two  blocks  which  remain  between  the  main 
campus  and  Polo  Village.  Similarly,  a short 
stretch  of  Campbell  Avenue  (running  north  and 
south)  would  be  in  the  lower  left-hand  corner. 
Campbell  Avenue  is  one  of  the  major  north- 
south  arteries  in  the  middle  of  Tucson.  It  con- 
nects the  foothills  area  with  the  Tucson  Inter- 
national Airport. 

As  described  in  an  earlier  communication,  we 
elected  to  construct  the  Basic  Medical  Science 
Building  in  the  “waist”  which  lies  east  of  the 
fraternity  houses  (where  the  five  “flat-top”  Quon- 
sets  are).  Our  building  will  face  south  toward 
the  main  campus.  The  Clinical  Science  wing  and 
Teaching  Hospital  will  be  joined  to  this  building 
on  its  north  side.  This  will  permit  any  subse- 
quent clinical  growth,  patient  traffic,  automo- 
biles, etc.,  to  orient  in  a direction  which  is  away 
from  the  main  campus.  When  the  entire  com- 
plex is  complete,  the  main  entrance  will  be  on 
its  east  side,  one  block  west  of  Campbell  Ave- 
nue. The  service  access  for  deliveries  and  haul- 
age will  be  from  the  northwest  side  of  the 
building  in  order  to  avoid  crossing  the  campus 
south  of  the  building. 


At  appropriate  intervals  later  we  will  have 
additional  photographs  showing  the  progress 
of  construction. 
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MUNICIPAL  BONDS 
offer  you 

important  advantages 

First,  the  income  from  Arizona  Municipal 
Bonds  is  completely  tax  free  and  is  not 
even  included  in  an  Income  Tax  return. 

Also,  Municipal  Bonds  are  quality  invest- 
ments, a position  they  enjoy  as  a result  of 
the  outstanding  record  established  by 
municipalities,  extending  over  a long  span 
of  years,  in  promptly  meeting  their  Debt 
Service  Requirements. 

Furthermore,  where  specific  maturities  are 
desired,  this  requirement  is  easily  satisfied. 

In  addition,  geographical  diversification  is 
available,  an  important  ingredient  of  any 
well  conceived  investment  program. 

And  finally,  the  broad  interest  in  municipal 
bonds  from  individuals,  banks  and  insur- 
ance companies  provides  an  active  and 
ready  market. 

The  complete  facilities  of  the  Investment 
Department  and  its  experienced  personnel  are 
available  to  you.  We  invite  your  inquiries. 

Send  for  our  Booklet:  “TAX-FREE  MUNICIPAL  BONDS" 


INVESTMENT  DEPARTMENT 


Phoenix: 
Home  Office 
Phone:261-2900 


Tucson: 

Downtown  Office 
Phone:  624-8711 


SpGCiQ^igihg  in  uAftigona  t^unicipa^  Ootids 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVRR/tlCU  LITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

/ , I ^ 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Tbe  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 


Trocinate 


THIPHENAMIL  HCl 

beta-diethylaminoethyl  diphenylthioacetate  hydrochloride 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies.  (J.  Mo.  Med.  Assoc., 
48:685-6:  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 
100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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UNIQUE  TUCSON 

FULLY-EQUIPPED 

OFFICE  RENTAL 

Ready  for  immediate  occupancy  — an  out- 
standing office  availability  in  the  long  estab- 
lished, centrally-located  Tucson  Medical 
Square.  This  office  is  ideal  for  patient  con- 
venience. The  air-conditioned  office  area 
is  1164  sq.  ft.,  consisting  of  reception  room, 
two  examining  rooms,  a private  office  and 
fully-equipped  laboratory.  The  office  is  com- 
pletely furnished  and  decorated.  These 
choice  facilities  can  be  yours  now  at  an 
unusually  reasonable  rental  rate.  For  addi- 
tional information,  contact: 

CARLOS  TOUCHE' 

4431  E.  Broadway  Tucson,  Arizona 

Phone  327-6685 


PARAMUS  COIN 
EXCHANGE 


The  East's  Largest  Coin  Exchange 


OFFERS  U.S. 

GOLD 

FOR  YOUR 

FUTURE 

ALL  BRILLIANT 

UNCIRCULATED 

$20  Gold  pieces 

$3  Gold  pieces 

Liberty  

. .$  54.95 

$349.00 

St.  Gaudens  . . . 

. .$  54.95 

$2.50  Gold  pieces 

$10  Gold  pieces 

Liberty  

...$  52.95 

Liberty  

. .$  32.95 

Indian  

. . .$  32.95 

Indian  

. .$  52.95 

$1  Gold  pieces 

$5  Gold  pieces 

Type  1 

. . .$  49.95 

Liberty  

. .$  23.95 

Type  2 

. . .$250.00 

Indian  

. .$  32.95 

Type  3 

. . .$  75.00 

SETS 

Liberty  Gold  Type  Set  4 Coins  $159.95 

Indian  Gold  Type  Set  4 Coins  $169.95 

ALL  COINS  IN  CUSTOM  PLASTIC  CASES 
U.  S.  SILVER  DOLLARS  Single  $2.00 

BRILLIANT  Roll  $39.95 

UNCIRCULATED  Bag  $1695.00 

Gold  and  Silver  is  Today’s  Best  Investment 


I Paramus  Coin  Exchange  A.N.A.  Member  | 

I Bergen  Mall  Shopping  Center  j 

I Paramus,  N.J.  07652  201-342,2600  | 

I Gentlemen:  Please  ship  the  following:  | 

I I 

I I 

I I 

I NAME  I 

j ADDRESS  j 

I CITY  STATE  j 

I BILL  MY  D.C.  ACCT.  # I 

j BILL  MY  AMER.  EXP.  ACCT.  # ! 

j For  other  coin  values  send  for  free  catalogue!  [ 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation. 


highly-trained,  registered  nurses  are  always  nearby. 


\ 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


ETHICAL  CONDUCT 


EDITOR’S  PAGE 


Ethical  conduct:  Standards  by  which  a phy- 
sician may  determine  the  propriety  of  his  con- 
duct in  his  relationship  with  patients,  with  col- 
leagues, with  members  of  allied  medical  pro- 
fessions, and  with  the  public.  A sense  of  what  is 
fitting.  Decorum. 

On  this  July  morning  we  find  that  Medicine 
as  a group  has  taken  an  unpopular  stand  in  a 
quasi-political  atmosphere  of  NOT  abetting  a 
national  socialistic  trend,  which,  in  turn,  is  the 
product  of  our  present  socio-economic  environ- 
ment. 

We  are  functionaries  and  actuaries  in  a pro- 
gram so  vast  that  as  recently  as  one  month  ago 


there  was  as  yet  no  united  understanding  and 
only  a vague  operating  procedure  including  al- 
most daily  declarations  of  policy  changes  or 
re-evaluations. 

Now  we  face  individual  antagonism,  litigation, 
legislation,  and  an  apparently  hostile  national 
press.  We  are  held  up  to  daily  judgment  both  as 
individuals  and  as  a group.  The  final  judgment 
may  well  rest  on  the  propriety  of  our  conduct 
in  our  relationship  with  our  PATIENTS,  our 
COLLEAGUES,  with  MEMBERS  OF  ALLIED 
MEDICAL  PROFESSIONS,  and  with  the 
PUBLIC. 

Roland  F.  Schoen,  M.D. 

Editor 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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ceedings of  that  body. 
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TWO  STATEMENTS  OF  INTEREST  FOR  THE  YEAR  1965 


STATEMENT 
OF  CONDITION: 


STATEMENT 
OF  OPERATION: 


WHAT  WE 

Cash  on  Hand  and  in  Banks 

BLUE  CROSS 

..$  562,275.53 

Blue  Shield 

$ 87,590.20 

HAVE: 

Subscriber  Payments  and  Other 
Receivables  

813,119.84 

173,056.65 

U.  S.  Government  Bonds  

..  2,327,760.00 

955,000.00 

Land  and  Building  

162,658.52 

162,658.51 

Other  Assets  

TOTAL  ASSETS  

2,603.75 

..$3,868,417.64 

$1,378,305.36 

WHAT  WE 

Unearned  Subscriber  Payments.... 

$ 657,449.57 

$ 238,859.72 

OWE: 

Reserve  for  Undischarged  and 
Unreported  Cases  

953,915.00 

498,000.00 

Other  Liabilities  

884,128.26 

136,493.83 

TOTAL  LIABILITIES  

..$2,495,492.83 

$ 873,353.55 

WHAT  WE 

Legal  Reserve  

-.$  25,000.00 

$ 25,000.00 

HAVE  SET 

Reserve  Fund  

..  1,347,924.81 

479,951.81 

ASIDE: 

TOTAL  LIABILITIES  & 

RESERVES  

..$3,868,417.64 

$1,378,305.36 

INCOME 


Blue  Cross  Blue  Shield 


Earned  Subscriber  Income 
Syndicated  Group  Income 


$ 8,321,955.79 
. 2,854,736.15 


$3,722,479.99 

1,727,843.77 


TOTAL  INCOME 


$11,176,691.94  $5,450,323.76 


HOSPITALIZATION  EXPENSE 

Payment  to  Member  Hospitals  

Supplemental  Payments  to  Hospitals  

Home  Plan  Bank  Cases  

Inter-Plan  Bank  Supplemental  Payment 

Allowance  

Non-Member  Cases  

Net  Change  in  Provision  for  Undischarged 

and  Unreported  Cases  

Estimated  Supplemental  Payments  

TOTAL  HOSPITALIZATION  EXPENSE 

PHYSICIANS'  PAYMENTS 

Participating  Physicians  

Non-Participating  Physicians  

Net  Change  in  Provisions  for 

Unreported  Cases  

TOTAL  PHYSICIANS'  PAYMENTS  

OPERATING  EXPENSES 

Salaries  

Travel  and  Travel  Items  

Building  and  Equipment  

Supplies,  Postage,  and  Telephone  

Dues,  Legal,  and  Advertising  

Other  

TOTAL  OPERATING  EXPENSES  


NET  OPERATING  INCOME  

Other  Income  

Excess  Provision  for  Supplemental 

Payments  in  1964  

NET  ADDITION  TO  RESERVES 


.$  8,652,268.73 
497,591.81 
562,146.63 

. -169,966.99 
51,687.11 

164,580.00 

637,000.00 

$10,395,307.27 


$4,595,002.69 

216,909.11 

—35,000.00 

$4,776,911.80 

Blue  Cross  and  Blue  Shield 

$ 655,065.14 

72,415,85 

85,942.25 

130,419.26 

110,164.60 

173,853.68 

$1,227,860.78 

Blue  Cross  Blue  Shield 

,$  193,925.58  $ 54,979.12 

89,021.15  31,459.02 

65,813.19 

.$  348,759.92  $ 86,438.14 


ARIZONA 

Blue 

CROSS 

BLUE 

Shield 

FLAGSTAFF:  / 

PHOENIX: 

/ TUCSON: 

Box  624  / 

331  West  Indian  i 

' 2545  East  Adams 

/ 

School  Road  j 

tfcuf  (teihf  mil! 
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New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


5. 


patients  with  a past  history  of  moniliasis 


patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


3.  elderly  or  debilitated  patients 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complele  in- 
formation  consult  Ollicial  Package  Circular.  Indications : 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindicntions : The  drug  is  con- 
traindicated in  patients  hy{)ersensitive  to  its  components. 
ff  arnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  No  cases  of  {»hotosensitivity  have  been  reported 
with  Tetrex  (tetracycline  phosphate  complex).  With  renal 
impaiiment,  systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions : Bacterial  superinfec- 
tion may  occur.  Infants  may  develop  increased  intracranial 
pressure  with  bulging  fontanels.  In  gonorrheal  therapy, 
serologic  tests  for  syphilis  should  be  conducted  initially 
and  monthly  for  3 months.  Adverse  Reactions : Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Adult 
Dosage:  1 capsule  f/.i.d.  Continue  therapy  for  10  days  in 
beta -hemolytic  streptococcal  infections.  Administer  one 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  bot- 
tles of  16.  Each  capsule  contains  tetracycline  phosphate 
comi)lex  equivalent  to  250  mg.  tetracycline  HCl  activity 
and  250,000  units  of  nystatin. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Lach  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


afUer 

sui^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Ba  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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EDITORIALS 


CAUTION  - MEDICARE  IS  HERE 


Leslie  B.  Smith,  M.D. 


Public  Law  89-97,  an  Act  “To  provide  a hos- 
pital insurance  program  for  the  aged  under  the 
Social  Security  Act  with  a supplementary  med- 
ical benefit  program  . . It  is  incongruous  that 
after  our  successes  of  many  years  that  the  pro- 
ponents of  Medicare  became  suecessful  during 
this  period  of  the  highest  prosperity,  with  the 
highest  amount  and  quality  of  medieal  care  ever 
enjoyed  and  when  the  public  concensus  was  not 
in  favor  of  it. 

The  Medical  Profession  and  its  members  are 
again  displaying  their  noble  principle  and  dedi- 
cation to  providing  the  best  medical  care  under 
any  and  all  circumstances.  They  have  volun- 
teered their  time  and  know-how  to  succor  the 
enemies  of  our  society  who  have  been  respon- 
sible for  this  disgraceful  perpetration. 

There  are,  of  course,  many  reasons  or  supposi- 
tions used  to  try  to  explain  this  “paradox,”  most 
of  which  do  not  disclose  that  it  is  the  unrelenting 
efforts  of  the  non-elected  politicians  (political 
advisors)  who  fill  many  of  the  continuing  posi- 
tions in  our  bureaucratic  government.  They  have 
been  in  influential  positions  predating  most  of 
the  Senators  and  Representatives.  They  have 
used  their  opportunities  and  training  to  promote 
their  pet  objectives  and  secret  doctrines. 

Under  Secretary  of  the  Department  of  Health, 
Education  and  Welfare,  Wilbur  J.  Cohen,  is  a 
typical  example  of  the  “responsible”  persons.  He 


has  been  a working  advocate  of  socialized  med- 
icine for  many  years  and  the  principal  author  of 
proposed  bills  and  laws.  A listing  of  the  organ- 
izations to  which  he  has  belonged  evokes  fearful 
anxiety.  The  Medicare  Bill  is  defined  as  social- 
ized medicine  and  openly  called  such  by  the 
socialists. 

While  we  are  having  the  privilege  of  “nego- 
tiating” with  these  super  hucksters,  we  must 
keep  in  mind  that  they  are  in  there  to  win  as 
broad  a program  as  they  can  to  enhance  their 
power.  Their  past  performances  reveal  that  they 
are  not  adverse  to  using  tactics  which  will  win, 
irrespective  of  social  ethics  and  facts.  Many  of 
them  are  not  adverse  to  a liberal  potion  of 
duplicity,  withholding  of  facts,  carelessness 
about  the  authenticity  of  their  statements,  with 
almost  complete  disregard  of  their  intentions  and 
ability  to  continue  their  promises  of  today. 

The  salesmanship  for  this  legislation  has  been 
a masterpiece  of  modern  hucksterism. 

In  three  paragraphs  of  page  six  of  the  Act  are 
statements  of  “PROHIBITATION  AGAINST 
ANY  FEDERAL  INTERFERENCE”  - “FREE 
CHOICE  OF  PATIENT  GUARANTEED”  - 
Then  the  Act  sets  forth  in  the  next  one  hundred 
pages  to  state  just  what  it  will  do  and  not  do, 
showing  that  your  doctor  or  the  hospital  of  your 
choice  may  not  be  on  the  preferred  list. 
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The  hospitals  have  already  had  one  rude 
awakening  in  that  the  daily  charges  for  this 
group  of  patients  can  not  be  the  daily  average 
cost  per  patient  because  these  chronic,  longer- 
stay  patients  actually  cost  the  hospital  much  less 
per  day  than  the  acute  ill  cases.  The  hospitals 
have  had  shadows  cast  upon  their  inclusion  in 
the  cost  for  educational  activities,  use  of  endow- 
ment funds,  and  the  value  of  voluntary  services 
— the  struggle  is  just  starting  with  the  Big 
Government  in  dictatorial  control. 


One  of  the  most  effective  pieces  of  propaganda 
was  the  dubbing  we  all  got  regarding  the  cost 
of  all  this  Medicare  — the  slogan  was  — “for 
less  than  the  price  of  a package  of  cigarettes 
each  week.”  This  was  repeated  by  President 
Kennedy. 


The  original  bill  stated  that  the  cost  to  the 
employee  would  be  V4%  of  his  payroll  up  to 
$4,800,  which  is  approximately  23c  a week.  The 
present  Act  calls  for  a .35%  for  the  employee 
and  employer,  not  on  $4,800  but  $6,600  which 
makes  a total  cost  of  $23  a year  for  each,  which 
is  about  a 50%  increase.  The  cost  beginning  in 
1967  will  be  set  at  .5  %for  each  to  produce  a 
revenue  from  each  of  $33  (total  $66).  The  cost 
of  the  employee’s  “package  of  cigarettes”  has 
gone  up  to  over  64c.  It  is  the  opinion  of  Insur- 
ance Actuaries  that  the  cost  will  be  many  times 
that  set  forth  in  the  law. 


It  is  well  to  recall  the  gimmick  foisted  upon 
the  people  and  the  medical  profession  by  that 
department  of  H.E.W.  through  the  department 
of  the  National  Institutes  of  Health.  This  de- 
partment was  given  little  money  (about  1.38 
billion  dollars,  74  million  more  than  it  asked 
for)  a little  over  a decade  ago  to  do  Medical 
research.  It  sent  representation  around  the  coun- 
try to  engender  the  good  will  and  secure  services 
of  scientific  research  personnel  and  the  Medical 
professions  in  general.  Many  were  convinced 
that  “Here  at  last,”  they  have  come  up  with  a 
program  to  be  supported  by  federal  funds  which 


will  not  be  impaired  by  Federal  molesting  as 
specified  in  the  written  regulations  — EF- 
FORTS TO  PROTECT  THE  SCIENTIFIC 
AND  ACADEMIC  FREEDOMS  OF  THE 
PRINCIPAL  INVESTIGATOR  - HE  IS  FREE 
TO  PURSUE  THE  PROJECT  IN  WHATEVER 
MANNER  HE  DEEMS  MOST  PROMISING” 
( emphasis  furnished ) . These  idealistic  principles 
were  not  law  but  changeable  regulations,  as 
such  they  were  stricken  from  the  rules.  This 
prompted  J.  Russel  Elkin,  M.D.,  who  at  the 
beginning  was  an  enthusiastic  participant  (he 
was  a supported  Scientific  Investigator  and  Edi- 
tor of  the  ANNALS  OF  MEDICINE),  to  con- 
clude that  this  is  a “.  . . new  and  deplorable 
situation  . . .”  and  predicted  that  if  it  continues 
to  “.  . . enforce  restrictive  regulations  that  en- 
croach on  the  freedom  of  inquiry  and  produc- 
tivity of  the  scientific  community,  much  of  the 
current  scientific  research  and  medical  science 
will  dry  up  and  wither  away.” 


The  sales-pitch  regarding  the  cost  has  been  a 
stupid  blunder,  or  a perpetuated  lie,  which  many 
believed  and  still  believe.  By  the  title  Medicare, 
a false  impression  was  created  that  the  program 
is  for  medical  care  whereas  it  concerns  with 
incomplete  hospital  care  and  relatively  no  med- 
ical care.  They  have  emphasized  that  it  would 
be  free  from  Federal  interference  with  free 
choice  for  everybody,  but  it  now  turns  out  to  be 
another  government  bureau  but  bigger  than 
ever. 


By  its  act  of  cooperation,  formulation  of  reg- 
ulations (changeable),  apparent  assistance  in 
administration,  and  mouth-shut  attitude  toward 
this  shift  in  political  doctrines  we  must  have 
appeared  to  have  joined  them  — if  you  cannot 
whip  them  join  them  to  “salvage  what  little  we 
can  for  ourselves.”  We  must,  as  always,  protect 
our  patients  first  and  as  much  as  possible  — and 
always  reveal  that  we  have  not  debased  our 
noble  principles.  There  is  no  doubt  that  Medi- 
care has  been  one  of  the  great  hoaxes  of  all 
times.  Possibly  we  can,  like  the  Phoenix  bird, 
arise  and  fly  again,  as  the  most  dedicated  serv- 
ants of  mankind. 
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IN  MEMORIAM 


G.  C.  WILLIAMSON,  M.D. 
1914-1966 

“The  dust  returns  to  the  earth  as  it  was, 

But  the  spirit  returns  to  God  who  gave  it.” 

Death  by  coronary  artery  disease  has  taken 
from  us  a respected  colleague,  from  his  family 
a devoted  father  and  husband,  and  from  the 
Yuma  community  a beloved,  dedicated  practi- 
tioner. 

While  attending  the  annual  meeting  of  the 
Arizona  Medical  Association  in  Scottsdale,  Ari- 
zona, as  a delegate  of  the  Yuma  County  Medical 
Society,  G.  Calvin  Williamson,  M.D.,  suffered 
an  acute  coronary  occlusion  on  April  29,  1966, 
and  was  hospitalized  at  the  Scottsdale  Baptist 
Hospital.  Hopefully,  and  with  silent  prayers,  the 
people  of  Yuma  joined  his  family  and  his  col- 
leagues in  awaiting  the  early  news  of  his  im- 
provement, and  we  cheerfully  conversed  with 
him  by  telephone  regarding  the  care  of  his 
patients  in  his  absence,  and  listened  to  his  de- 
scription of  his  improvement.  However,  on  May 
6,  1966,  we  were  shocked  and  grieved  to  learn 
that  “Cal”  was  taken  from  us  at  the  age  of 
51  years. 

Gayland  Calvin  Williamson  was  born  October 
21,  1914,  in  Gifford,  Illinois.  He  received  his 
Bachelor  of  Science  degree  from  the  University 
of  Illinois  at  Champaign-Urbana,  and  his  Doctor 
of  Medicine  degree  at  the  University  of  Illinois 
College  of  Medicine  in  1942.  He  served  his 
internship  in  the  U.S.  Navy  during  World  War 
II,  and  became  a flight  surgeon  in  the  Pacific 
theater  of  war,  serving  with  distinction. 


Cal  came  to  Arizona  in  1950,  practiced  in 
Safford  for  one  year,  then  in  Williams  for  one 
year,  and  finally  moved  to  Yuma  in  1952  where 
he  has  since  served  the  community  well. 

He  is  survived  by  his  mother,  Mrs.  Bertha 
Williamson  of  Urbana,  Illinois,  his  wife,  Mar- 
lene, and  five  children;  Jon,  an  engineer  for 
Lockheed  in  San  Jose,  California;  Calvin  David, 
a senior  at  the  University  of  Arizona;  Gretchen, 
a senior  at  Yuma  KOFA  High  School;  Priscilla, 
a junior  at  KOFA  High  School,  and  Andrew,  in 
the  6th  grade.  Also,  four  brothers,  Leland  of 
Champaign,  Illinois;  Francis  of  Rockford,  Illi- 
nois; Joseph,  an  attorney  in  Urbana;  and  William 
in  Houston.  And  four  sisters,  Rowene  Siener  of 
Urbana;  Ruth  Stonefield  and  Emily,  of  Rockford, 
Illinois,  and  Betty  Wallace  of  Houston. 

And  it  can  also  be  truthfully  said  that  “Cal” 
is  survived  by  his  grieving  colleagues,  nurses 
and  patients;  for  they,  too,  were  his  “family.” 
His  passing  leaves  a great  void  in  our  communi- 
ty. He  was  a personification  of  the  real  prac- 
ticing BRAVE  SAMARITAN,  as  described  by 
Eelix  Marti-Ibanez  — “That  physician,  that  brave 
Samaritan,  whose  profile  has  been  drawn  here 
is  the  ideal  for  treating  the  patient  of  today.  He 
is  a physician  who  loves  practicing  his  profes- 
sion and  therefore  loves  his  patients,  and  be- 
cause of  his  dedication  he  knows  that  even  when 
he  dies  he  will  not  die  altogether,  for  through 
his  work  his  dream  will  endure  forever.”  He  was 
a dedicated  practitioner;  skilled  in  both  the  sci- 
ence and  art  of  medicine;  modern  in  his  tech- 
nique and  continued  education;  but  he  also 
retained  that  regretfully  disappearing  “old-fash- 
ioned” warmth  of  affectionate  relationship  with 
his  patients,  that  commanded  their  love,  co- 
operation and  confidence. 

We  shall  all  miss  “Cal”  Williamson. 

The  Book  of  Wisdom  says,  “The  third,  least- 
considered  friend,  is  the  good  deeds  of  man’s 
life.  These  never  desert  him  and  even  precede 
him  to  plead  his  cause  before  the  King  of  Kings, 
as  it  is  written:  ‘and  your  righteousness  shall  go 
before  you.’  ” 

A.  I.  Podolsky,  M.D. 
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poiiwoir 
antiem^iciue 
est  elew”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
‘its  antiemetic  potency*  is  high”  (‘‘son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 


■ ■ brdnd  of  ■ ■ • • 

dimenhydrinate 

classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op'er-a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members, 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  ■ MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROAD\A/AY 

(PHONE  266-2403)  (PHONE  297-1158) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


ItUilicai  Cehtet  an4  CtMeal 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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I FEDERAL 
MEDICAL 
PROGRAMS 

YOUR  BENEFITS  AND  EXCLUSIONS 

Under  the  MEDICARE  LAW  (Public  Law  89-97) 


Medicare  Benefits  Check  List  for  Guidance  of  Eligible  Senior  Citizens 


MEDICARE  - PART  A - HOSPITAL  INSURANCE  BENEFITS 

COVERED  (Benefits) 

NOT  COVERED  (Exclusions) 

(Patient  Must  Pay) 

HOSPITAL  BENEFITS  (Begin  July  1 , 1 966) 

(1)  UP  TO  90  DAYS  OF  CARE  IN  A SEMI-PRIVATE 
ACCOMMODATION  (BOARD  AND  ROOM  IN  A 
2 TO  4 BED  ROOM)  IN  AN  APPROVED  PAR- 
TICIPATING GENERAL  HOSPITAL  FOR  EAGH 
“SPELL  OF  ILLNESS”,  GERTIEIED  AS  RE- 
QUIRED AND  RECERTIFIED  IF  THE  STAY  IS 
PROLONGED. 

(2)  NON-CUSTODIAL  GARE  IN  AN  APPROVED 
TUBERCULOSIS  OR  PSYCHIATRIC  HOSPITAL 
PROVIDED  THE  SERVICE  IS  CERTIFIED  AS 
MEDICALLY  REQUIRED  AND  IS  REASONABLY 
EXPECTED  TO  IMPROVE  THE  PSYCHIATRIC 
CONDITION  OR  RENDER  THE  TUBERCULOSIS 
PATIENT  NON-COMMUNICABLE. 

(3)  ALL  HOSPITAL  SERVICES  AND  USE  OF  HOS- 
PITAL EQUIPMENT  NORMALLY  EURNISHED 
TO  INPATIENTS. 

(4)  APPROVED  DRUGS  USED  IN  THE  HOSPITAL. 

(5)  BLOOD,  EXCEPT  THE  FIRST  3 PINTS. 

(6)  REGULAR  HOSPITAL  NURSES. 

(1)  FIRST  $40  OF  THE  HOSPITAL  BILL  FOR  EACH 
“SPELL  OF  ILLNESS”. 

(2)  $10  PER  DAY  FROM  60-90  DAYS. 

(3)  ALL  HOSPITAL  CHARGES  AFTER  90  DAYS. 

(4)  PSYCHIATRIC  HOSPITAL  CHARGES  AFTER 
THE  190  DAY  LIFETIME  TOTAL. 

(5)  THE  FIRST  3 PINTS  OF  BLOOD. 

(6)  PRIVATE  DUTY  NURSES. 

(7)  ATTENDING  PHYSICIAN’S  BILL  FOR  SERVICES 
RENDERED. 

(8)  PRIVATE  ROOM  COSTS  UNLESS  CERTIFIED 
AS  MEDICALLY  INDICATED. 

(9)  SERVICES  PROVIDED  FOR  ANY  “SPELL  OF 
ILLNESS”  WHICH  IS  NOT  CERTIFIED  AS 
MEDICALLY  NECESSARY. 

HOSPITAL  OUTPATIENT  BENEFITS  (Begin  July  1,  1966) 

(1)  LABORATORY,  X-RAY  AND  OTHER  DIAGNOS- 
TIC TESTS  PERFORMED  IN  ANY  20  DAY 
PERIOD. 

(I)  FIRST  $20  AND  20%  OF  THE  BALANCE  OF 
COST  OF  TESTS  PERFORMED  IN  EACH  20  DAY 
PERIOD. 

EXTENDED  CARE  SERVICES  (Begin  January  1,  1967) 

(1) .UP  TO  100  DAYS  FOR  EACH  “SPELL  OF  ILL- 

NESS”, CERTIFIED  AS  REQUIRED. 

(2)  ADMISSION  MUST  BE  PRECEDED  BY  3 OR 
MORE  DAYS  OF  HOSPITALIZATION  AND 
MUST  OCCUR  WITHIN  14  DAYS  AFTER  DIS- 
CHARGE FROM  HOSPITAL  FOR  SAME  “SPELL 
OF  ILLNESS”. 

(1)  $5  PER  DAY  FROM  20  - 100  DAYS. 

(2)  CUSTODIAL  CARE. 

(3)  CHARGES  FOR  SAME  “SPELL  OF  ILLNESS” 
AFTER  100  DAYS. 

HOME  HEALTH  SRVICES  (Begin  July  1,  1966) 

(1)  UP  TO  100  HOME  HEALTH  VISITS  PROVIDED 
UNDER  A SPECIFIC  MEDICAL  PLAN  BY  AN 
APPROVED  OR  QUALIFIED  HOME  HEALTH 
AGENCY  (SUCH  AS  THE  VISITING  NURSE 
SERVICE)  DURING  ONE  YEAR. 

(2)  GARE  MUST  FOLLOW  A MINIMUM  3 DAY 
HOSPITAL  STAY  AND  NOT  LATER  THAN  14 
DAYS  AFTER  AND  ENDING  ONE  YEAR  AFTER 
DISCHARGE  FROM  THE  HOSPITAL  OR  AN 
EXTENDED  CARE  SERVICE  FOR  THE  SAME 
“SPELL  OF  ILLNESS”. 

(1)  COST  OF  DRUGS. 

(2)  SERVICES  RENDERED  WITHOUT  A PHYSI- 
CIAN-APPROVED PLAN  OF  TREATMENT. 
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MEDICARE  - PART  B - SUPPLEMENTAL  INSURANCE  BENEFITS  - (Premium;$3.00  per  month  per  person) 


COVERED  (Benefits) 

NOT  COVERED  (Exclusions) 

(Patient  Must  Pay) 

80%  OF  “REASONABLE  CHARGES”  INCLUDING: 

(1)  PHYSICIANS  SERVICES  IN  HOME,  OFEICE 
AND  PIOSPITALS. 

(2)  SERVICES  AND  APPLIANCES  INCIDENTAL  TO 
TREATMENT,  INCLUDING  SURGICAL  DRESS- 
INGS, SPLINTS  AND  CASTS,  AND  MEDICA- 
TIONS PATIENT  CANNOT  TAKE  HIMSELE. 

(3)  X-RAY,  LABORATORY  AND  OTHER  DIAGNOS- 
TIC TESTS. 

(1)  FIRST  $50  AND  20%  OF  THE  REMAINDER  ON 
A CALENDAR  YEAR  BASIS.  THIS  DEDUCTIBLE 
APPLIES  TO  ALL  COVERED  SERVICES  UNDER 
PART  B. 

(2)  ROUTINE  DENTAL  SERVICES. 

(3)  MEDICATIONS  PATIENT  CAN  TAKE  HIMSELF. 

(4)  ORDINARY  AMBULANCE  SERVICE. 

(5)  PLASTIC  SURGERY  COSTS  UNLESS  REQUIRED 

(4)  X-RAY,  RADIUM,  AND  RADIOISOTOPE  THER- 
APY. 

(5)  RENTAL  OE  HOSPITAL  BEDS,  WHEELCHAIRS, 
OXYGEN  TENTS,  IRON  LUNGS  EOR  USE  AT 
HOME. 

(6)  AMBULANCE  SERVICE  FOR  CRITICALLY  ILL 
PATIENTS  ONLY. 

(7)  ARTIEICIAL  EYES,  ARMS,  LEGS,  BRACES  AND 
CERTAIN  OTHER  PROSTHETIC  DEVICES. 

BECAUSE  OF  ACCIDENT  OR  DISEASE. 

(6)  ROUTINE  PHYSICAL  EXAMINATION. 

(7)  EXAMINATION  FOR  HEARING  AIDS  OR  EYE 
GLASSES. 

(8)  FALSE  TEETH,  EYE  GLASSES,  HEARING  AIDS, 
ORTHOPEDIC  SHOES. 

(9)  PERSONAL  COMFORT  ITEMS  INCLUDING  TV, 
PHONE. 

HOME  CARE  SERVICES 


(1)  HOME  HEALTH  CARE  UP  TO  100  VISITS  BY 
VISITING  NURSES,  HOME  HEALTH  AIDES 
AND  THERAPISTS,  (PRIOR  HOSPITALIZATION 
NOT  REQUIRED). 

(1)  CUSTODIAL  CARE  WITHOUT  TREATMENT  IN 
REST  OR  NURSING  HOME. 

(2)  50%  OF  BILL  UP  TO  A TOTAL  OF  $250  FOR 
PSYCHIATRIC  PATIENTS  AND  100%  THERE- 

(2)  ONE-HALF  THE  COST  OF  TREATMENT  OF 
MENTAL  PATIENTS  UP  TO  TOTAL  OF  $250. 

AFTER. 

(3)  ROUTINE  PHYSICAL  CHECK-UP. 

Prepared  and  Edited  by 

Charles  W.  Steele,  M.D.,  Lewiston,  Maine 

Reprinted  with  permission 

American  Society  of  Internal  Medicine 
3410  Geary  Boulevard  San  Francisco,  Calif.  94118 

Available  in  quantities  from  ASIM 

A consumer  survey  by  the  Pharmaceutical  Manufacturers  Association  show- 
ed that  while  most  people  think  prescription  drugs  cost  too  much,  82  percent 
of  those  interviewed  said  their  last  prescription  did  a good  job  and  70  percent 
said  it  was  worth  the  cost. 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine* 

brand  of  trifluoperazine  / 

offers 
true 
tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


mith  Kline  & French  Laboratories,  Philadelphia 
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BLUE  SHIELD 


ABOUT  COMMUNITY  HEALTH  SERVICES 

by 

John  C.  Foster,  Executive  Director 


On  May  9-10-11,  the  National  Health  Forum 
met  in  New  York  City.  A group  of  600  invited 
participants  discussed  the  recommendations  of  a 
commission  on  Community  Health  Services. 

While  the  report  and  the  discussions  have 
made  no  particular  splash  in  the  press  and  most 
physicians  are  unaware  that  the  report  was  ever 
written,  medical  practice  and  all  other  health 
care  may  well  find  the  recommendations  steer- 
ing the  way  for  the  next  ten  years.  While  most 
people  know  nothing  of  the  report,  the  nation’s 
health  power  structure  (Congress,  voluntary 
health  agencies,  public  health  agencies)  will  be 
molding  public  thought  to  accept  (or  demand) 
the  recommendations. 

As  one  of  the  three  invited  participants  from 
Arizona,  your  Blue  Shield  Executive  Director 
was  able  to  not  only  sit  in  on  the  discussions, 
but  also  to  form  some  impressions  of  the  Forum 
itself. 

The  first  impression  gleaned  was  that  there 
were  too  few  practicing  physicians  in  attend- 
ance. While  a goodly  portion  had  the  letters 
“M.D.”  after  their  names,  far  too  great  a per- 
centage was  employed  in  health  departments, 
medical  schools,  insurance  companies,  govern- 
mental agencies,  and  voluntary  agencies.  Too 
often  was  heard  the  comment,  “When  I was  in 
practice  . . .”  In  my  humble  opinion,  the  men 
who  shape  the  destiny  of  medical  practice  should 
be  more  adequately  represented  by  those  who 
are  practicing  now. 

A second  impression  gleaned  from  the  meet- 
ing — one  which  would  impress  anyone  in  at- 
tendance — was  the  tremendous  amount  of  work 
which  obviously  went  into  preparation  of  the 
report. 

In  order  to  confine  this  piece  to  the  space  at 
hand,  I would  like  to  briefly  outline  what  I 


consider  some  of  the  important  and  possibly 
far-reaching  recommendations  made  in  the  field 
of  community  health. 

I.  Community  of  Solution:  The  organization 
and  delivery  of  community  health  services 
by  both  official  and  voluntary  agencies  must 
be  based  on  the  concept  of  a Community  of 
Solution,  rather  than  primarily  on  political 
jurisdictions. 

A.  In  order  to  establish  health  service  boun- 
daries, the  Commission  recommends  that 
each  state  organize  a Health  Policy  and 
Planning  Commission  to  examine,  with 
the  State  Health  Department,  the  state’s 
present  pattern  of  health  jurisdictions 
and  recommend  regional  configurations 
of  political  units  conforming  to  problem- 
sheds  or  health  marketing  areas. 

B.  Appropriate  use  must  be  made  of  com- 
pacts, agreements,  interstate  authorities 
and  other  procedures  for  expediting  de- 
livery of  health  services.  Boundaries  of 
the  regions  so  established  would  be  reg- 
ularly assessed  and  revised  for  contin- 
uous adaptation  to  the  changing  dimen- 
sions of  health  problems. 

II.  Comprehensive  Personal  Health  Services: 
Communities  must  take  the  action  necessary 
to  provide  comprehensive  health  services 
of  high  quality  to  all  their  citizens.  These 
services  would  include  promotion  of  posi- 
tive good  health  by  application  of  early 
detection  of  disease,  prompt  and  effective 
treatment,  and  physical,  social,  and  voca- 
tional rehabilitation  of  those  with  residual 
disabilities. 
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A.  This  action  would  assure  both  avail- 
ability and  accessibility  to  all  age  groups. 
Among  the  services  recommended  are: 

1.  Health  education 

2.  Family  planning 

3.  Environmental  services 

4.  Prevention  of  disease  and  disability 

5.  School  health  and  nutritional  services 

6.  Early  diagnosis 

7.  Treatment  with  systematic  follow-up 

B.  Separate  systems  of  health  care  for  dif- 
ferent groups  of  the  population  such  as 
veterans,  labor  organizations,  merchant 
seamen,  and  the  indigent  should  be 
welded  into  community  wide  programs. 
Health  care  has  become  too  complex  and 
expensive  to  permit  the  continuance  of 
multiple  systems. 

C.  Hospitals  and  other  health  agencies 
should  cooperate  in  developing  facilities 
and  services  for  patients  who  require 
care  short  of  hospitalization,  such  as: 

1.  Outpatient  service 

2.  Extended  care  facilities 

3.  Home  care  programs 

4.  Day  centers  for  the  old 

5.  Foster  family  programs 

D.  In  order  to  protect  the  public,  the  prac- 
tice of  medicine  should  be  limited  to 
those  scientifically  educated  and  licens- 
ed. A citizen  commission  should  be  es- 
tablished to  create  a uniform  code  pro- 
viding licensure  for  all  health  professions 
and  occupations.  Public  interest,  exper- 
ience and  money  that  have  been  mobil- 
ized for  comprehensive  community  men- 
tal health  and  retardation  services  should 
be  integrated  into  community  plans. 

HI.  The  Personal  Physician:  Every  individual 
should  have  a personal  physician  to  provide 
a continuity  of  integrated  medical  and  med- 
ically related  services. 

A.  The  personal  physician  must  have  a 
broader  knowledge  of  the  elements  of 
comprehensive  health  services  than  med- 
ical students  now  receive.  The  American 
Medical  Association  and  the  Association 
of  Medical  Colleges  should  take  the 
initiative  in  developing  specific  recom- 
mendations for  the  education  of  the  per- 
sonal physician.  This  education  should 


emphasize 

1.  Preventive  medicine 

2.  Internal  medicine 

3.  Pediatrics 

4.  Psychiatry 

5.  Rehabilitation 

B.  The  personal  physician  will  provide  the 
services  needed  or  direct  his  patient  to 
whatever  services  best  suit  his  needs.  He 
will  maintain  such  relationship  with 
other  physicians  and  care  facilities  that 
will  assure  his  patient  twenty-four-hour, 
seven-day-a-week  medical  services. 

C.  Group  practice  of  medicine  has  demon- 
strated that  it  can  provide  quality  com- 
prehensive medical  care  effectively. 

D.  Development  of  an  adequate  supply  of 
personal  physicians  will  require  a na- 
tional effort  providing  appropriate  edu- 
cational opportunities  and  career  incen- 
tives. Medical  schools  would  find  it 
necessary  to  alter  their  present  intra- 
mural curricula  and  develop  community 
based  and  community  oriented  programs. 

IV.  The  Environment:  Man  can  and  must  so 
manage  his  environment  as  to  stimulate 
healthful  growth,  even  though  presently  he 
is  contaminating  that  environment  at  a rate 
fast  approaehing  saturation.  Moreover,  peo- 
ple are  using  biological  and  chemical  prod- 
ucts indiscriminately,  unaware  for  the  most 
part,  of  their  hazards.  The  need  for  citizen 
action  is  urgent. 

We  will  continue  these  recommendations  in 
the  next  issue  of  Arizona  Medicine. 


24-HOUR  AMBULANCE  SERVICE 


MOTOR  ANO  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave..  Phoenix 

AL  2-341  1 
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ITEM 

This  has  nothing  to  do  with  Arizona,  or  med- 
icine therein,  but  it  is  a fine  piece  of  useless 
information,  that  may  be  of  interest  to  some. 
In  1807  a physician,  of  the  city  of  brotherly  love, 
Philadelphia,  induced  a chemist,  Townsend 
Speakman,  to  prepare  carbonated  water  for  his 
patients.  Speakman  added  fruit  juice  as  a flavor 
and  the  soft  drink  industry  was  started  in  this 
country. 

The  physician  was  a Dr.  Phillip  Syeng  Physic, 
an  appropriate  name  for  a physician. 

ITEM 

A number  of  physicians,  without  a local  med- 
ical school,  ivory  tower,  tax  free  research  insti- 
tutes, red-white-and-blue  HEW  grants,  great 
society  platitudes,  who  spent  a portion  of  their 
professional  careers  in  the  Territory  and  State 
made  observations  and  contributions  which  re- 
main unsullied  and  unsurpassed.  The  following 
is  about  a native  born  Mohave  Apache  Indian, 
who  became  a leader  in  medicine  in  Chicago 
where  he  practised  for  many  years,  but  he  is 
remembered  most  for  his  long  fight  against  the 
injustices  perpetuated  upon  his  people  by  the 
Indian  Bureau. 

As  a lad  of  four  or  five  years  old  he  was  cap- 
tured by  the  Pimas  in  a raid  which  they  made 
on  an  Apache  camp  at  Iron  Mountain  near  Pinto 
Creek  in  the  Four  Peak  area  in  the  year  1870. 
He  was  captured  along  with  his  two  sisters.  He 
was  sold  to  an  itinerant  Neopolitan  photographer 
in  Florence,  Arizona,  for  thirty  dollars. 

Gentile,  the  photographer,  a man  of  culture, 
vision  and  foresight  educated  the  lad  who  se- 
cured an  M.D.  degree  in  1889  from  the  Univer- 
sity of  Illinois.  He  decided  to  devote  his  talent 
in  the  aid  of  his  people  but  after  serving  with 
the  Indian  Bureau  for  a time  on  an  Indian  reser- 
vation in  the  Dakotas,  he  resigned  and  devoted 


0^  Pitkif  Phneef  Pk^ieiaM 

fuiek  fake 

the  remainder  of  his  life  to  efforts  to  enlighten 
his  Indian  countrymen  and  the  whites  to  the 
true  situation  on  the  reservations.  At  one  time 
he  was  ordered  off  the  Pima  Beservation  here 
in  the  Salt  Biver  and  then  from  then  on  was 
disowned  by  his  own  people;  they  claimed  that 
he  had  forsaken  their  ways  and  had  taken  the 
ways  of  the  white  man. 

He  entered  private  practise  in  Chicago,  was 
an  early  specialist  in  gastroenterology  and  taught 
it  to  Chicago  Post  Graduate  Medical  School. 

In  1922  he  became  ill,  and  when  his  own 
diagnosis  of  pulmonary  tuberculosis  was  con- 
firmed by  fellow  practitioners  — left  Chicago  — 
and  came  to  Fort  McDowell  on  the  Verde  River. 
Here  he  threw  up  a primitive  hogan,  had  an 
Indian  girl  prepare  meager  meals  for  him,  re- 
fused all  medical  aid  and  two  naonths  later  was 
dead  in  the  year  1922. 


Only  in  death  was  he  again  accepted  by  his 
people  when  they,  the  Indians,  requested  per- 
mission from  the  widow  to  carry  his  body  from 
the  chapel  at  Fort  McDowell  to  the  old  fort 
cemetery  about  one  mile  distant  to  the  west. 
All  the  time  the  Indians  performed  their  burial 
chant,  and  here  he  lies  at  peace  with  his  people 
and  with  himself  within  site  of  the  Four  Peaks 
as  they  gaze  starkly  on  him  from  the  East  across 
the  Verde  Valley. 

This  was  Dr.  Carlos  Montezuma,  his  Indian 
name  Wassaja,  and  the  vivid  circumstances  of 
his  life  have  been  carefully  researched  and  re- 
lated in  “Savage  Son”  by  Oren  Arnold.  The 
University  of  New  Mexico  Press,  Albuquerque, 
1951. 

John  W.  Kennedy,  M.D. 


July,  1966 


557 


when  readings 
indicate  hypertension 

Time  for 

Naturetiri 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  hlood  pressure 


In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.’’'^  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, ''in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."^ 
(Normal  range  for  serum  potassium:  3.5-5.0  mEq./ 
liter).'* 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications;  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  G.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50%  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  {Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available— Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)].  For 
full  information,  see  Product  Brief. 

References;  1.  Telfeyan,  S.  A.TCIin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L.;  J.  Am.  Geriatrics  Soc.  17:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  J.  Am.  Geriatrics  Soc.  72:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Squibb 


Squibb  Quality 

—the  Priceless  Ingredient 


iatry  and  neuro! 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D 
PAUL  M.  BINDELGLAS,  M D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN.  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


S051  NORTH  34th  STREET 
PHOENIX  18.  ARIZONA 
am  4-4111 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate;  lung.  Both,  ironically, 
the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75%  of  lung  cancers 
are  caused  by  cigarette  smoking ...  a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is  excessive  exposure  to 
the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily  cured  in  their  early 
Stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and  disfigurement  which  too  often  accompany  it, 
make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two  new  films,  both  available 
for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the  hazards  of  cigarette  smoking.  SENSE  IN  THE 
SUN  urges  both  sun  workers  and  sun  worshippers  to  exercise  caution.  Like  all  Society  films,  their  object  is  to 
save  lives  and  diminish  sulTering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doc, or,  guide  your  patieuts. 


Physicians’  Directory 


ArMA 

DIREaORY 
AND  OASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  loord  thereafter. 

• Mail  copy  to  Business  Manager,  ARlZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 
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*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


July,  1966 


561 


Physicians’  Directory 


Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  — FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 
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MARTIN  L.  LIST,  M.D.,  Radiologist 
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DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
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This  Space 
Available  for 
Professional  Card 
Listing 


This  Space 
Available 


562 


Arizona  Medicine 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
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DOCTOR^S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 
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with  Guaranteed  Rates 
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sults of  Sears  Foundation  Economic  Survey 
available.  Contact  Medical  Service  Committee, 
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Situation  Wanted:  Board  Certified  General 
Surgeon  desires  to  re-locate  to  Arizona;  age 
40  yrs.;  married  with  family;  no  objection  to 
limited  GP;  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  64-3,  Box 
128,  Scottsdale,  Ariz. 


available  to 
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LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  hulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 


LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin. 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON, WESTCOTT 
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BALTIMORE.  MARYLAND  21201 
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(contains  Neo-Synephrine  HCI) 


now  a victim  of  his 
own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  - ' Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®  HCI  0.5%,  a decongestant  of 
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Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 


newl%  I ^ " bldO^PS 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even 
nore  economical,  more  conve- 
lientform.  Your  patient’s  prescrip- 
ion  dollar  gets  maximum  value:  a 
^oilybidCAPS  dose  is  priced  lower 
han  any  other  leading  brand  of 
etracycline— b.i.d.  or  q.i.d. 

^ell  tolerated.  Tetrex  Itetracy- 
sline  phosphate  complex)  is  well 
olerated.  Side  effects  are  tew 
^nd,  to  date,  no  photodynamic 
eactions  have  been  reported. 


More  of  the  active  antibiotic  in 
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in  Tetrex  (tetracycline  phosphate 
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racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 
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Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Indicolions: 
Infections  of  respiratory,  gastrointestinal  ond  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindicalions:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  No  cases  of  photosensitivity 
have  been  reported  with  tetracycline  phosphate  com- 
plex. With  renal  Impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia 
may  be  induced  during  tooth  development  (last  trimes- 
ter of  pregnancy,  neonatal  period  and  childhood).  Pre- 
cautions: Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  conducted  initially  and 
monthly  for  3 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis  ond  allergic  reactions  may  occur. 
Usuof  Adult  Dose:  500  mg.  b.i.d.  Continue  therapy  for 
10  days  in  beta-hemolytic  streptococcal  infections.  Ad- 
minister one  hour  before  or  two  hours  after  meals. 

References:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.;  A.  M.  A.  Arch.  Ini.  Med. 
107:204  (Feb.)  1961. 


BRISTOL 


Each  WCAP  contains  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


MEDICINE  IN  TERRITORIAL  ARIZONA 

by 

Frances  E.  Quebbeman 

LIMITED  NUMBER  OF  AUTOGRAPHED  COPIES 
NOW  AVAILABLE 

$7.50  each 

Arizona  Medical  Association 
4601  N.  Scottsdale  Road  — Suite  201 
Scottsdale,  Arizona 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


! 


Glucola' 

66SN1! 

FREPiRATION 
FOR  GLUCOSE 
TOLERANCE  TEST 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(R2,m 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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For  multiple  contraceptive  action 


Norinyr.a«e.s 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. '-3.7-16  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  In  ter  menstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda  • Rosell,  A.;  Fertil  Stenl 
14:402  (Jul.-Aug.)  1963.  7-  Goidzieher,  J.  W,,  Moses, 
L.  E.,  and  Ellis.  L.  T.;  JAMA  180:359  (May  5}  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9-  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,J.,and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  H-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

*11  * \7^®  Six-Second 

Cmm  Iv 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Massive  Pulmonary  Embolism: 
Diagnosis  and  Treatment 


by 

Lee  B.  Brown,  M.D. 
Robert  Diserens,  M.D. 
Morion  Molthon,  M.D. 
Arthur  R.  Nelson,  M.D. 
Daniel  T.  Cloud,  M.D. 
Wallace  A.  Reed,  M.D. 
Howard  Kravetz,  M.D. 


Salvaging  patients  with  massive  pulmonary  embolism  should  no  longer 
be  a rare  accomplishment  in  institutions  capable  of  carrying  out  open  heart 
surgery.  Pulmonary  embolectomy  can  be  performed  with  relative  ease 
using  cardiopulmonary  bypass  and  readily  available  laboratory  studies. 
Recognizing  that  one  is  dealing  with  a moribund  patient  the  diagnosis  and 
treatment  must  be  prompt. 


It  is  apparent  that  several  gradations  of  pul- 
monary embolism  can  occur  from  slight  to  med- 
erately  severe.  Obstruction  of  the  pulmonary  vas- 
cular bed  is  usually  confined  to  lobar,  segmental 
or  subsegmental  vessels,  involving  less  than  50 
per  cent  of  the  pulmonary  vascular  bed.  Those 
grave  physiologic  events  in  massive  pulmonary 
embolism  do  not  necessarily  occur;  or  if  so,  they 
do  not  persist. 

Most  instances  of  pulmonary  embolism  are  not 
massive  but  of  a lesser  variety.  Vigorous  antico- 
agulation and  general  medical  support  may  suf- 
fice. If  the  initial  embolus  seems  moderately  se- 
vere but  tolerable,  or  if  pulmonary  embolism 
is  recurrent,  ligation  of  the  vena  cava  or  one  of 
its  variants  is  indicated.  Tlie  majority  of  patients 
will  survive  this  foi'm  of  pulmonary  embolism 
with  the  indicated  treatment. 

Massive  pulmonary  embolism  is  quite  another 
matter.  Death  frequently  results  immediately  or 
within  an  hour  or  two  of  the  catastrophe.  A sig- 
nificant number  of  patients,  perhaps  half  of  the 


INTRODUCTION 

PULMONARY  embolism  is  the  chief  and  only 
life-threatening  complication  of  thrombophle- 
bitis with  the  rare  exception  of  sepsis.  The  seri- 
ousness of  pulmonary  embolism  is  in  all  likeli- 
hood largely  dependent  upon  the  size  of  the 
embolus  or  emboli  and  the  degree  of  obstruc- 
tion of  the  pulmonary  artery  and  the  pulmonary 
vascular  circulation.  If  the  degree  of  obstruction 
is  great,  equivalent  to  or  perhaps  somewhat  more 
than  the  obstruction  of  one  pulmonary  artery  or 
50  per  cent  of  the  pulmonary  vascular  bed,  there 
results  outflow  obstruction  of  the  right  ventricle 
with  eventual  failure  of  the  right  ventricle,  low 
pulmonary  blood  flow  with  impaired  ventila- 
tion-perfusion relationships,  inflow  failure  of  the 
left  ventricle  with  resulting  systemic  hypoten- 
sion or  shock,  and  an  hypoxic  and  poorly  per- 
fused heart  and  body  mass.^‘  It  is  these 

physiologic  events  which  define  “massive”  pul- 
monary embolism. 
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patients  with  massive  pulmonary  embolism,  sur- 
vive the  immediate  catastrophe.  It  is  the 

diagnosis  and  treatment  of  a massive  pulmonary 
embolism  with  specific  reference  to  pulmonary 
embolectomy  which  occasions  this  report.  With 
out  pulmonary  embolectomy,  the  vast  majority 
of  these  patients  will  die  within  twenty-four  to 
thirty-six  hours  of  the  onset  of  massive  pulmon- 
ary embolism. 

CASE  REPORT 

Mrs.  E.  P.,  a 67  year  old  obese  white  female, 
was  admitted  to  the  Emergency  Room  of  the 
Good  Samaritan  Hospital  late  in  the  evening  of 
August  25,  1965  with  a complaint  of  shortness  of 
breath.  She  had  been  in  good  health  until  eight 
days  prior  to  admission  when  she  developed 
thrombophlebitis  of  the  right  lower  extremity. 
Treatment  consisted  of  bed  rest  and  heat  to  the 
involved  extremity.  Eour  days  later,  while  walk- 
ing from  the  bathroom,  she  noted  the  sudden 
onset  of  severe  substernal  pressure  pain  which 
shortly  abated  but  was  accompanied  by  shortness 


of  breath  which  was  progressively  severe.  There 
was  a slight  nonproductive  cough  but  no  hemop- 
tysis occurred.  Her  dyspnea  progressed  to  the 
point  that  she  could  not  complete  a short  sen- 
tence without  having  to  gasp  for  breath.  In  this 
condition,  she  presented  herself  for  evaluation 
in  the  Emergency  Room. 

Her  past  history  indicated  long-standing  obes- 
ity, asthma  prior  to  moving  to  Arizona  with  no 
recent  difficulty,  and  the  removal  of  a cyst  from 
the  left  breast  twenty  years  previously. 

Physical  examination  revealed  an  obese  white 
female  in  obvious  respiratory  distress  with  mild 
cyanosis.  Her  temperature  was  98.2°,  blood  pres- 
sure 150/90,  pulse  120  and  regular,  the  respira- 
tions 40.  She  weighed  270  pounds  and  was  64 
inches  tall.  There  was  cyanosis  of  the  nail  beds 
and  nucous  membranes.  The  neck  veins  were 
distended  at  30°  elevation.  There  were  a few 
scattered  inspiratory  rales  at  both  lung  bases,  the 
heart  was  not  enlarged,  no  murmurs  were  heard, 
and  sinus  tachycardia  was  present.  The  second 


Figure  1 

Figure  lA  illustrates  the  preoperative  chest  film  and  Figure  IB  the  postoperative  film.  The  relatively  normal  pre- 
operative film  is  notable.  The  postoperative  film  is  essentially  normal  some  five  months  following  operation  with 
the  exception  of  the  elevated  left  diaphragm. 
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heart  sound  at  the  left  second  intercostal  space 
was  accentuated  but  there  was  no  split.  There 
was  no  impulse  of  an  enlarged  pulmonary  ar- 
tery or  right  ventricular  hypertrophy,  and  a gal- 
lop rhythm  was  not  present.  A hepatojugular 
refle.x  was  demonstrable,  but  the  liver  edge  could 
not  definitely  be  palpated.  Tenderness  was  noted 
along  the  greater  saphenous  vein  on  the  right 
side,  but  there  was  no  edema,  no  calf  tenderness, 
and  Homan’s  sign  was  absent. 

Admission  chest  X-ray  was  within  normal  lim- 
its and  the  lung  fields  were  entirely  clear.  There 
was  no  evidence  of  a radiolucency  to  indicate 
decreased  vascularity  of  the  lungs  (Fig.  1).  Elec- 
trocardiogram showed  sinus  tachycardia  with 
L.A.D.  to  -40°  and  non-specific  T wave  changes. 
Hemoglobin  was  15.2  gms.,  hematocrit  44%,  and 
white  count  7,000  with  62  bands,  31  polys,  and 
7 monocytes.  Urinalysis  was  normal.  SCOT  and 
LDH  were  both  slightly  elevated  to  74  and  640 
units  respectively.  Arterial  blood  gas  studies 
were  obtained  (Table  I).  The  low  p02,  PCO2  and 
pH  of  7.52  were  consistent  with  desaturation, 


hyperventilation,  and  respiratory  alkalosis,  all 
consistent  with  pulmonary  embolism. 


Table  I 

Blood  Gas  Analysis 
O2 


DATE 

pH 

PO2 

PCO2 

SAT. 

in  % COMMENTS 

8/26/6.5 

7..52 

38 

18 

88 

Breathing  Air 

7.51 

46 

22 

91 

Breathing  O2 

7..33 

59 

30 

91 

Surgery  with  O2 

8/27/65 

7.48 

40 

84 

Post-op  witliout  O2 

7.51 

44 

28 

with  O2 

7.51 

38 

31 

81 

without  O2 

7.51 

61 

25 

94 

with  O2 

7.49 

83 

28 

98 

with  O2 

8/28/65 

7.46 

62 

42 

93 

with  O2 

8/30/65 

7.48 

61 

38 

95 

with  O2 

9/16/65 

7.49 

34 

90 

Breathing  Air 

7.45 

.36 

99 

Breathing  O2 

10/  1/65 

7.46 

31 

92 

Breathing  Air 

Cardiac  catheterization  and  angiocardiog- 
raphy were  performed.  Right  atrial  pressure  was 
20  mm.  Hg.  mean,  right  ventricle  70/20  mm.  Hg. 
The  pulmonary  artery  could  not  be  entered  with 
a catheter.  A right  atrial  injection  was  made  and 
films  taken  with  the  Sanchez-Perez  changer  (Fig. 
2A).  Near  complete  occlusion  of  the  right  and 
left  pulmonary  arteries  was  noted. 


Figure  1C  and  Figure  ID  show  an  infiltrate  in  the  right  lower  lobe  3 and  12  days  post-operatively  respectively. 
This  finding  was  interpreted  as  evidence  of  pulmonary  infarction;  but  could  of  course  represent  atelectasis  and 
pneumonitis. 
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The  diagnosis  of  massive  pulmonary  embolism 
was  confirmed.  In  view  of  the  severity  and  per- 
sistence of  clinical  findings,  the  degree  of  arterial 
desaturation,  and  extent  of  obstruction  of  the 
pulmonary  arteries,  embolectomy  was  elected. 
The  patient  was  rapidly  digitalized  and  heparin- 
ized. Preparations  were  made  for  operation. 


Twenty-two  hours  after  admission,  general 
anesthesia  was  induced  with  thiamytal  (surital) 
sodium.  Orotracheal  intubation  was  performed 
with  succinylcholine  chloride  (anectine)  relaxa- 
tion. Anesthesia  was  maintained  with  nitrous 
oxide-oxygen  and  d-Tubo  curarine  chloride  for 
relaxation.  Body  temperature  was  34°  C.  during 
bypass.  A sternum  splitting  incision  was  used  and 
the  customary  cannulations  of  the  femoral  artery, 
superior  and  inferior  vena  cava  were  made  for 
bypass.  A standard  rotating  disc  oxygenator  was 
utilized  with  two-thirds  bank  blood  and  one- 
third  5%  glucose  in  water  as  the  perfusate.  Prior 
to  the  initiation  of  bypass,  the  inferior  vena  cava 
was  exposed  through  a right  flank  muscle  split- 
ting incision  and  a Miles  clip  applied  just  below 
the  renal  veins.  No  thrombus  was  palpable.  Par- 
tial then  total  bypass  was  initiated  and  the  pul- 
monary artery  opened  widely.  Thrombus  was 
extracted  with  forceps  totally  15  grams,  the  larg- 
est fragment  measuring  5x3  cm.  The  degree  of 
obstruction  was  astounding.  The  only  partially 
patent  pulmonary  arteries  grossly  observed  were 
the  segmental  branches  to  the  left  upper  lobe 
and  the  apical-anterior  branch  of  the  right  upper 
lobe.  The  lungs  were  rather  vigorously  inflated 
and  the  pumonary  arteries  briskly  irrigated  with 
saline  to  remove  any  remaining  fragments  of 
thrombus.  Good  backflow  was  apparent  from 
both  the  right  and  left  pulmonary  arteries.  The 
incision  in  the  pulmonary  artery  was  closed  and 
partial  bypass  effected.  Perfusion  was  quite  sat- 
isfactory and  the  heart  behaved  well  with  vigor- 
ous contractions.  Bypass  was  discontinued  and 
decannulation  carried  out.  Closure  of  the  various 
wounds  was  made.  The  condition  of  the  patient 
at  the  conclusion  of  the  procedure  was  satisfac- 
tory. Bypass  time  was  15  minutes  and  the  entire 
operating  time  was  2 hours  and  30  minutes. 


Her  postoperative  course  was  stormy.  Trache- 
ostomy was  performed  the  morning  following 
operation  for  retained  respiratory  secretions.  She 
was  febrile  for  many  days.  Infarction  and  atelec- 
tasis of  the  right  lower  lobe  were  believed  to 
have  occurred.  Arterial  insufficiency  of  the  right 
lower  extremity  was  observed,  though  not  se- 
vere, secondary  to  femoral  cannulation.  Digitalis 
intoxication  developed  on  one  occasion.  Her  gen- 
eral condition  improved  and  considerable  clini- 
cal benefit  was  noted  shortly  following  the  op- 
eration. 


Postoperative  blood  gases  were  determined  on 
several  occasions  (Table  1).  The  still  abnormal 
blood  gases,  the  X-ray  evidence  to  support  the 
development  of  lung  infarction,  and  her  general 
tardy  clinical  improvement  all  pointed  to  in- 
complete thrombectomy. 


Right  heart  catheterization  and  angiocardiog- 
raphy were  repeated  on  the  32nd  postoperative 
day.  Right  ventricular  pressure  was  48/22  mm. 
Hg.  and  the  right  atrial  mean  pressure  was  15 
mm.  Hg.  Injection  was  again  made  in  the  right 
atrium  and  films  taken  with  the  rapid  changer. 
Considerable  improvement  in  the  pulmonary  ar- 
terial vascularization  was  noted  although  the  left 
lower  lobe  showed  restricted  filling  (Fig.  2B). 


She  was  discharged  ambulatory  on  the  36th 
postoperative  day.  Anticoagulation  w4th  Couma- 
din has  been  continued  to  the  present  time.  The 
patient  was  seen  in  February  of  1966  and  her 
continued  clinical  improvement  observed.  A re- 
peat right  heart  catheterization  and  selective 
pulmonary  arteriography  was  carried  out  which 
demonstrated  fair  improvement  in  the  vascular- 
ization of  the  lungs,  particularly  the  left  lower 
lobe  (Fig.  2C). 
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Figure  2 

A is  the  preoperative  arteriogram,  B approximately  1 month  post-operative,  and  C approximately  5 months  post- 
operative. Two  “cuts”  are  shown  from  each  series  of  arteriograms.  The  preoperative  arteriogram  shows  complete 
occlusion  of  the  intermediate  artery  and  the  left  lower  lobe  artery.  Vascularization  of  the  right  upper  lobe  and 
the  left  upper  lobe  are  noted.  Films  1 month  post-operative  show  renewed  vascularization  of  the  right  middle  and 
lower  lobe  and  the  left  lower  lobe  to  a lesser  degree.  Atelectasis  of  a portion  of  the  left  lower  lobe  obscures  the 
arteriogram  on  the  left  to  some  degree.  Films  5 months  post-operative  show  still  further  improvement  in  the  vas- 
cularization of  the  left  lower  lobe  with  much  better  definition  of  the  left  lower  lobe  vessel.  (“C”  on  following  page) 
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Comment:  The  clinical  findings  suggested  the 
presence  of  a severe  degree  of  obstruction  of  the 
pulmonary  artery.  Right  heart  failure  was  pres- 
ent as  indicated  by  the  elevation  of  the  right 
atrial  pressure  reflected  in  the  distended  jugular 
veins  and  the  presence  of  a hepatojugular  reflex. 
In  the  absence  of  significant  pulmonary  disease, 
tachypnea  and  cyanosis  suggested  a diffusion 
problem.  Thrombophlebitis  was  minimal  and 
generally  unimpressive.  The  chest  X-ray  was 
striking  in  the  sense  of  abnormalities  being  ab- 
sent, and  its  chief  value  was  to  exclude  primary 
pulmonary  problems  to  explain  her  serious  con- 
dition. The  electrocardiogram  was  not  diagnostic 
of  pulmonary  embolism  or  myocardial  infarction. 
The  slightly  elevated  SCOT  and  LDH  again 
supported  the  view  that  massive  myocardial  in- 
farction was  not  present.  Cardiac  catheterization 
confirmed  the  presence  of  right  ventricular  fail- 
ure and  arterial  desaturation  was  confirmed  by 
blood  gas  analysis.  Pulmonary  arteriography  was 
decisive  in  indicating  the  presence  and  the  ex- 
tent of  massive  pulmonary  embolism.  Pulmonary 
embolectomy  was  accomplished  without  diffi- 
culty even  though  the  patient  was  gravely  ill. 


Partial  occlusion  or  partition  of  the  vena  cava 
was  performed  to  insure  against  the  recurrence 
of  pulmonary  embolism.  The  patient’s  postopera- 
tive course  suggested  that  thrombectomy  was 
incomplete  and  this  was  confirmed  by  postopera- 
tive pulmonary  arteriogram.  Pulmonary  arterio- 
grams taken  some  five  months  following  the 
operative  procedure  indicated  continued  im- 
provement in  vascularization  of  the  lung  which 
supports  the  view  that  spontaneous  lysis  of  the 
thrombi  does  occur.  The  present  condition  of  the 
patient  is  gratifying.  She  has  no  residual  dis- 
ability related  to  the  pulmonary  embolism. 

DISCUSSION 

VENOUS  THROMBOSIS  IN 
PULMONARY  EMBOLISM 

Extensive  reference  is  made  to  the  problem 
of  venous  thrombosis  and  pulmonary  embolism 
in  the  literature.  The  incidence  of  the  disease, 
pathologic  findings,  physiologic  aspects,  clinical 
findings,  treatment  with  anticoagulants  and  ven- 
ous ligation,  results  of  treatment  and  prognosis 
are  extensively  documented. 
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21, 22, 31,35  papers  of  Matas^®,  DeBakey'®,  Gor- 
ham/'* and  BealP  are  noteworthy.  It  is  not  our 
purpose  to  here  review  this  general  subject,  but 
to  consider  those  aspects  which  have  bearing 
upon  the  diagnosis  of  the  condition,  and  its  treat- 
ment by  embolectomy. 

PATHOLOGY  & PHYSIOLOGY 
OF  PULMONARY  EMBOLISM 

Autopsy  examination  indicates  that  in  more 
than  80  per  cent  of  subjects,  the  main  pulmonary 
artery,  the  right  or  left  or  both  pulmonary  ar- 
teries are  the  sites  of  massive  embolization.  Fresh 
thrombus  material  is  usually  found  extending 
distal  to  the  embolus  into  the  lesser  branches  of 
the  pulmonary  arteries.  Pulmonary  infarction  is 
not  frequently  seen  in  massive  pulmonary  embo- 
lism. It  has  been  noted  that  previous  emboli  an- 
tedating the  massive  embolism  are  found  in  40 
per  cent  of  patients.  The  emboli  are  usually  con- 
sidered to  arise  in  the  leg  veins,  but  more  re- 
cently the  iliofemoral  veins  and  the  pelvic  veins 
have  been  given  increasing  attention  as  sites  of 
origin  of  emboli.  The  cardiac  origin  of  emboli 
has  been  emphasized.'®*  ®'*  ^®*  ®^* 

There  has  been  considerable  discussion  con- 
cerning the  mechanical  and  reflex  factors  in  the 
clinical  syndrome  of  pulmonary  embolism.  Able 
discussion  is  given  by  Gorham,®®’  Sabiston  and 
Wagner,®®  Nelson  and  Smith, and  Smith,  et  al.^' 
It  has  been  said  that  death  has  resulted  from 
what  appears  to  be  minor  pulmonary  embolism 
at  autopsy.'^  The  suggestion  follows  that  pro- 
found spasm  of  the  pulmonary  vascular  bed  and 
perhaps  the  coronary  arteries  follows  a mechan- 
ically minor  pulmonary  embolus.  Documentation 
of  this  has  been  difficult  and  uncertain,  and  co- 
existent conditions  not  fully  accounted  for. 
Nevertheless,  a pulmonary  embolus  which  oc- 
cludes one  pulmonary  artery  has  a more^  pro- 
found effect  than  pneumonectomy,  and  conse- 
quently, though  difficult  to  explain,  the  possibil- 
ity of  reflex  effects  cannot  be  wholly  ex- 
cluded.®®* ■“ 

Smith,  et  aP'  have  reported  very  interesting 
studies  based  upon  detailed  examination  of  au- 
topsy material  utilizing  postmortem  arteriogra- 
phy and  arterial  cast  technics.  Their  findings  in- 
dicate that  small  pulmonary  emboli  which  in- 
volve subsegmental  arteries  are  numerous,  and 
may  number  30  to  60  emboli  per  lung.  Utilizing 
arterial  volume  studies,  the  pulmonary  vascular 
bed  might  be  reduced  to  one-third  normal  as  a 


result  of  multiple  small  emboli.  The  possibility 
of  multiple  small  emboli  producing  a mechanical 
problem  is  suggested.  Pulmonary  hypertension 
in  man  as  a result  of  recurrent  thromboembolism 
also  implicates  involvement  of  subsegmental  and 
smaller  pulmonary  vessels,  as  a chronic  rather 
than  acute  process.®”  Smith  et  aP'  further  discuss 
the  mechanical  and  reflex  factors  in  pulmonary 
embolism.  In  animals,  emboli  at  the  arteriolar 
level,  though  uncommon,  were  most  likely  to 
produce  reflex  vasoconstriction;  but  this  was 
rarely  the  case  when  small  muscular  or  subseg- 
mental vessels  were  involved. 

Most  authors  agree  that  the  mechanical  fac- 
tor is  the  principal  one,  and  the  clinical  effect 
of  a pulmonary  embolus  is  proportional  to  the 
degree  of  obstruction  of  the  pulmonary  vascular 
bed,  other  factors  being  equal.®'*  ®®*  ®^*  ®®*  ■"  Out- 
flow obstruction  and  failure  of  the  right  ven- 
tricle, low  pulmonary  blood  flow  with  related 
diffusion  problems,  inflow  failure  of  the  left 
ventricle  with  resulting  poor  systemic  perfusion 
and  hypoxia,  are  the  physiologic  events  which 
follow  massive  pulmonary  embolism. 

CLINICAL-PATHOLOGIC  CORRELATION 
AND  CLASSIFICATION  OF 
PULMONARY  EMBOLISM 

Attention  is  directed  to  the  extent  and  location 
of  pulmonary  emboli  and  certain  aspects  of  the 
clinical  and  X-ray  findings.  In  massive  pulmon- 
ary embolism,  the  main,  right,  or  left  pulmonary 
arteries  or  both  are  usually  involved.  The  physi- 
ologic events  have  already  been  described.  Be- 
cause of  the  acuteness  of  the  condition,  the  like- 
lihood of  an  early  demise,  the  proximal  location 
of  the  embolus,  lung  infarction  is  not  frequently 
seen.  This  is  true  even  though  thrombus  does 
extend  distal  to  the  embolus  in  the  lobar  and 
segmental  vessels  as  determined  at  operation 
and  autopsy.  If  survival  of  more  than  several 
hours  or  perhaps  a few  days  occurs,  lung  infarc- 
tion may  very  well  resvdt.  If  the  embolus  oc- 
cludes a lobar  or  segmental  artery,  that  is  a rela- 
tive peripheral  location  of  the  embolus, 
the  patient  generally  survives,  and  the  evolu- 
tion of  lung  infarction  is  more  frequent  for  both 
reasons.'®’  ®'*  *®®  ®®*  ■" 

Hemoptysis,  pleuritic  chest  pain  and  X-ray  ab- 
normalities, with  or  without  pleural  effusion, 
are  closely  related  to  the  presence  of  lung  infarc- 
tion; and  therefore  they  are  infrequently  noted 
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in  the  early  course  of  massive  pulmonary  embo- 
lism, but  more  frequently  seen  when  the  embolus 
involves  lobar,  segmental,  or  subsegmental  pul- 
monary vessels/®'  "'■  Even  then,  hemop- 

tysis occurs  in  less  than  25  per  cent  of  patients. 

There  are  obviously  many  ways  to  classify 
pulmonary  embolism,  but  the  following  classi- 
fication (Table  2)  is  simple  and  is  related  to  the 
pathology,  physiology  and  X-ray  changes  noted 
in  pulmonary  embolism  in  its  various  forms. 
Evoy^®  and  Gorham"^'  discuss  the  topography 
of  pulmonary  embolization. 

As  in  all  classifications,  there  are  many  vari- 
ables concerned  and  there  is  always  a “grey 
zone”  which  defies  accurate  classification.  It  is 
obvious  that  patients  will  vary  in  their  response 
to  pulmonary  embolism  quite  apart  from  the 
degree  of  obstruction  of  the  pulmonary  vascular 
bed.  This  variability  must  concern  the  integrity 
of  the  cardiac  and  pulmonary  apparatus  prior  to 
the  event  of  pulmonary  embolism.  A variety  of 
conditions  which  impair  the  function  of  the  heart 
and  lungs  are  concerned;  for  example  arterio- 
sclerotic heart  disease  with  compromised  cardi- 
ac reserve,  coexistent  myocardial  infarction,  em- 
physema and  pulmonary  fibrosis,  and  previous 
pulmonary  resection. 

THE  REVERSIBILITY  OF 
PULMONARY  EMBOLISM 

It  has  been  noted  that  significant  pulmonary 
emboli  have  resorbed  with  restitution  of  pulmon- 
ary blood  flow.  These  observations  are  reported 
by  Allison*’  ^ and  Sautter  et  aP"  very  recently  and 
are  based  upon  serial  arteriographic  studies  and 
pathologic  findings.  It  follows  that  such  an  event 
may  well  take  place  in  all  degrees  of  pulmonary 


embolism.  How  regularly  the  phenomenon  takes  ; 
place,  to  what  extent  it  takes  place,  how  predict-  i 
able  and  effective  the  results  may  be  is  still  un- 
clear. Such  information  implies  in  a way  that  if  : 
the  patient  can  be  tided  over  the  immediate  con-  i 
sequences  of  pulmonary  embolism,  the  future  i 
course  of  events  will  be  favorable  as  a result  of  \ 
spontaneous  lysis  of  embolic  and  thrombus  ma- 
terial. i 


CLINICAL  FINDINGS  IN  MASSIVE  i 
PULMONARY  EMBOLISM 

Air  hunger,  cyanosis,  cool  and  clammy  skin, 
profuse  diaphoresis,  thin  rapid  pulse  in  an  anx- 
ious patient,  perhaps  with  substernal  distress, 
are  common  clinical  findings  in  massive  pulmon- 
ary embolism.  Elevated  venous  pressure,  hypo- 
tension, and  hepatomegaly  are  additional  find- 
ings. Cough,  hemoptysis,  and  pleuritic  chest  pain 
are  infrequent  findings.  Evidence  of  thrombo- 
phlebitis is  found  in  perhaps  25  per  cent  of  the 
patients  or  less.  Examination  of  the  heart  is  fre- 
quently unrewarding  and  the  lungs  are  surpris- 
ingly normal.  Examination  of  the  heart  may  re- 
veal accentuation  of  the  second  pulmonic  sound 
with  a split,  gallop  rhythm,  and  right  ventricu- 
lar hypertrophy.  The  absence  of  abnormal  pul- 
monary findings  is  important  in  the  exclusion  of  ■ 
other  conditions  involving  the  lungs.  The  per- 
sistence of  the  symptoms  and  findings  as  well  as 
their  severity  is  of  considerable  diagnostic  im- 
portance.^’ *®’  McGinn  and  White'*®  were  the 
first  to  emphasize  the  syndrome  of  acute  cor 
pulmonale  due  to  massive  pulmonary  embolism. 


Classification 


Table  II 

Classification  of  Pulmonary  Embolism 


Location  of  Embolus 


Clinical  Correlation 


Class  I,  minor  p.e. 


Class  II,  moderate  to 
moderately  severe  p.e. 

Class  III,  massive  or 
severe  p.e. 


p.e.— pulmonary  embolus 
p.v.— pulmonary  vascular 


segmental  and  subsegmental 


lobar  and  segmental  (less  than 
50%  p.v.  obstruction) 

main  pumonary  artery,  right, 
left  or  both  pulmonary 
arteries,  or  multilobar 
pulmonary  arteries  (more  than 
50%  p.v.  obstruction) 


Pleuritic  chest  pain,  hemoptysis, 
pulmonary  infiltrates  with  and 
without  effusion,  absent  to  moder- 
ate embarrassment  of  cardiac  and 
pulmonary  physiology  which  tends 
to  be  transient  when  noted. 

Embarrassment  of  cardiac  and 
pulmonary  physiology  predomin- 
ates. Pleuritic  chest  pain,  hemop- 
tysis, and  X-ray  changes  of 
infarction  are  uncommon. 
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CLINICAL  DIFFERENTIATION  OF 

MASSIVE  AND  LESSER  PULMONARY 
EMBOLISM 

A similar  train  of  svniptoms  may  be  noted  in 
lesser  degrees  of  pulmonary  embolism,  but  the 
findings  are  usualh’  less  se\'ere  and  more  im- 
portant still  are  likely  to  be  transient.  Some  de- 
gree of  dyspnea,  sweatiness,  tachycardia,  mav 
be  noted  but  tend  to  improve  rapidly.  Cough, 
hemoptysis,  pleuritic  chest  pain,  localized  pul- 
monary abnormalities  and  abnormal  chest  X-ray 
findings  are  more  frequently  yet  inconsistently 
noted  and  suggest  a more  peripheral  locus  of 
the  embolization  and  lung  infarction.  Elevated 
xenons  pressure,  hypotension,  etc.,  are  much 
less  commonly  seen,  and  indicate  the  absence  of 
a severe  degree  of  outflow  obstruction  of  the 
right  \entricle.  The  findings  of  thrombophle- 
bitis are  likewise  lacking  in  more  than  three- 
quarters  of  the  patients.^’ 

STANDARD  CHEST  RADIOGRAPHY  & 
ELECTROCARDIOGRAPHY 

It  is  very  common  that  the  standard  chest  film 
is  normal  in  massive  pulmonary  embolism.  No 
abnormalities  of  the  lung  or  the  cardiac  shadow 
may  be  seen.  Westermark^^  has  described  radio- 
lucency  to  indicate  devascularization  of  the  lung. 
A variety  of  nondescript  infiltrative  pulmonary 
lesions  may  be  seen  when  the  embolus  involves 
lobar  and  segmental  vessels  and  pleural  effu- 
sion may  or  may  not  be  seen.^^ 

The  electrocardiogram  may  show  peaked  P 
waves,  right  ventricular  strain,  right  bundle 
branch  block,  right  axis  deviation,  and  changes 
to  suggest  myocardial  ischemia.  BealP  has  tabu- 
lated the  electrocardiographic  findings.  The  ex- 
istence of  electrocardiographic  abnormalities 
prior  to  the  event  of  embolization  may  obscure 
the  significance  of  electrocardiographic  findings 
in  pulmonary  embolism.^’ 

ANGIOCARDIOGRAPHY  & 
RADIOISOTOPE  PULMONARY 
SCANNNING 

The  diagnosis  of  massive  pulmonary  embolism 
must  be  verified  by  anatomic  evidence  of  pul- 
monary artery  obstruction  when  surgical  inter- 
vention is  considered.  Not  only  is  diagnostic 
confirmation  required,  but  the  extent  of  the  ob- 
struction of  the  pulmonary  artery  may  effect 
the  decision  for  the  need  for  surgery.  The  most 
readily  available  and  reliable  means  of  doing 
this  is  by  angiocardiography.  The  procedure  can 


readily  be  done  under  local  anesthesia  and  is 
usually  well  tolerated  by  the  very  ill  patient. 

The  value  of  radioisotope  scanning  is  reported 
particularly  by  Sabiston  and  \^kigner.^*'  The 
technical  aspects  of  the  procedure  are  less  gen- 
erally familiar  at  the  moment  and  the  possi- 
bility of  misinterpretation  is  more  likely.  The 
procedure  woidd  seem  to  have  real  merit,  likely 
be  even  better  tolerated  than  angiocardiography 
by  a sick  patient,  and  serial  determinations  would 
be  more  practical.  We  have  no  experience  with 
this  procedure. 

OTHER  DIAGNOSTIC  AIDS 

Pulmonary  function  studies  and  arterial  blood 
gases  have  limited  value  in  the  diagnosis  of  pul- 
monary embolism.  A low  p02,  low  or  elevated 
pC02,  acidosis  or  alkalosis  can  be  found.  Robin 
et  aP®  reported  the  gradient  between  alveolar 
pC02  and  arterial  pC02.  Significant  pulmonary 
embolism  results  in  an  adequately  ventilated  but 
poorly  perused  lung;  therefore  the  alveolar  pC02 
should  be  lower  than  the  arterial  pC02.  A gradi- 
ent of  more  than  7 mm.  of  Hg.  in  the  two  deter- 
minations favors  the  diagnosis  of  pulmonary  em- 
bolism. Obviously  other  pulmonary  conditions 
could  mimic  these  changes,  in  particular  emphy- 
sema. No  eonclusions  could  necessarily  be  drawn 
as  to  the  location  or  the  extent  of  pulmonary  em- 
bolism. The  role  of  bronchial  artery  circulation  in 
Co2  exchange  should  be  noted. Finally,  ar- 
teriographic  findings  are  sufficiently  conclusive 
that  there  is  no  need  for  the  information  obtained 
by  pulmonary  function  studies  which  are  in  gen- 
eral inconclusive. 

DIFFERENTIAL  DIAGNOSIS  OF 
PULMONARY  EMBOLISM 

Gorham"*  and  BeaP  have  reviewed  the  various 
conditions  which  must  be  distinguished  from 
pulmonary  embolism.  Myocardial  infarction, 
congestive  heart  failure  with  pulmonary  edema, 
lobar  pneumonia,  acute  pericardial  conditions 
with  cardiac  tamponade,  dissecting  aneurysm 
of  the  aorta,  and  an  acute  upper  abdominal  ca- 
tastrophe bear  mention.  The  general  physical  ex- 
amination with  particular  reference  to  the  heart 
and  lungs  may  serve  to  clarify  the  diagnosis. 
Thus  lobar  pneumonia,  congestive  heart  failure 
and  pulmonary  edema,  cardiac  tamponade,  and 
acute  upper  abdominal  conditions  may  be  iden- 
tified. Particular  mention  should  be  made  of  the 
frequent  negative  lung  findings  in  pulmonary 
embolism  in  this  differentiation.  The  chest  film 
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may  be  of  value  in  the  evaluation  of  acute  pul- 
monary conditions,  cardiac  and  pericardial  ab- 
normalities, and  dissecting  aneurysm  of  the 
aorta.  The  electrocardiogram  may  be  very  help- 
ful in  the  exclusion  of  myocardial  infarction  and 
acute  pericardial  condition.  Serum  enzyme  stud- 
ies may  be  useful  but  are  usually  inconclusive. 

SUMMARY  OF  DIAGNOSTIC  CRITERIA 
OF  MASSIVE  PULMONARY  EMBOLISM 

The  clinical  findings  have  been  detailed  and 
these  generally  indicate  a serious  degree  of  ob- 
struction of  the  pulmonary  artery  with  the  re- 
sulting embarrassment  of  cardiac  and  pulmonary 
function,  such  that  death  seems  imminent,  or 
likely.  There  is  failure  of  significant  spontaneous 
improvement.  Chest  films,  electrocardiogram, 
arterial  blood  gases  and  other  diagnostic  data 
may  be  helpful  but  not  conclusive  in  the  diag- 
nosis of  pulmonary  embolism.  Their  principal 
value  is  the  exclusion  of  conditions  which  may 
be  confused  with  pulmonary  embolism.  Right 
angiocardiogram  and  pulmonary  arteriography 
are  indispensible  in  confirmation  of  pulmonary 
embolism;  and  furthermore  the  degree  of  ob- 
struction of  the  pulmonary  artery  so  demon- 
strated may  be  helpful  in  the  decision  for  or 
against  embolectomy. 

THERAPEUTIC  APPROACH  TO 
PULMONARY  EMBOLISM 

Given  the  patient  with  pulmonary  embolism, 
confirmed  by  a pulmonary  arteriogram,  a well 
considered  plan  of  treatment  must  be  decided 
upon.  The  patient  should  be  heparinized  and 
supportive  medical  treatment  instituted  as  neces- 
sary. Clinical  observation  of  the  course  of  events 
may  be  extremely  helpful.  The  peristence  of  those 
findings  which  indicate  a serious  degree  of  ob- 
struction of  the  pulmonary  artery,  elevation  of 
the  venous  pressure,  hepatomegaly,  cyanosis  and 
hypotension  urge  prompt  embolectomy  and  caval 
interruption.  This  would  be  supported  by  the 
arteriographic  evidence  of  apulmorfiry  vascular 
obstruction  equivalent  to  or  in  excess  of  an  en- 
tire pulmonary  artery. 

If  the  patient  improves  rapidly  and  particu- 
larly if  pulmonary  arteriography  demonstrates 
obstruction  of  less  than  the  equivalent  of  one  pul- 
monary artery— lobar,  segmental,  or  subsegmen- 
tal— a conservative  course  of  action  may  be 
properly  elected. 


Whenever  pulmonary  embolism  has  been  suf- 
ficient to  cause  temporary  embarrassment  of  car- 
diac and  pulmonary  function,  and  certainly  with 
recurrent  pulmonary  emboli,  ligation  or  partition 
of  the  vena  cava  should  be  performed  at  an 
early  date."’ 

Minor  degrees  of  pulmonary  embolism  charac- 
terized by  pleuritic  chest  pain  and  cough  and 
hemoptysis  without  significant  embarrassment  of 
cardiac  or  pulmonary  function  probably  do  not 
require  ligation  of  the  vena  cava. 

PULMONARY  EMBOLECTOMY— 
HISTORICAL  NOTES 

Trendelenburg^®  described  pulmonary  embo- 
lectomy in  1908  and  the  procedure  was  first  suc- 
cessfully performed  by  Kirshner”  in  1924,  and 
later  by  Crafoord.'"  Steenburg^^  first  successfully 
performed  the  Trendelenburg  procedure  in  this 
country  in  1958  and  gave  a good  historical  ac- 
count and  review  of  the  subject.  Hume“  has  also 
reviewed  the  historical  aspects  of  the  subject. 
The  design  of  the  operation  was  complex  and 
hazardous.  A cumbersome  incision  with  division 
of  multiple  costal  cartilages  was  described,  en- 
dotracheal anesthesia  was  poorly  appreciated  or 
not  available,  embolectomy  was  performed  in  a 
hasty  and  heroic  fashion,  and  there  was  no  means 
for  support  of  the  heart  during  embolectomy. 
Finally  the  diagnosis  was  probably  wrong  in  a 
significant  number  of  patients  in  the  absence 
of  pulmonary  arteriography.  It  is  not  surpris- 
ing that  the  operative  mortality  was  forbiding, 
and  surely  more  patients  died  than  were  ever 
saved.  Churchill®  gave  a good  review  of  the  mat- 
ter in  1934. 

Allison^  reported  a successful  pulmonary  embo- 
lectomy utilizing  hypothermia  and  inflow  occlu- 
sion in  1960  and  this  approach  offered  significant 
advantages  over  the  Trendelenburg  procedure. 

Sharp performed  the  first  successful  pulmon- 
ary embolectomy  with  the  aid  of  extracorporeal 
circulation  or  bypass  which  was  reported  in 
1962.  Cooley  et  aF  reported  a similar  accomplish- 
ment in  1961.  Bahnson®  clarified  Sharp’s  prior- 
ity. Subsequently  more  than  24  successful  pul- 
monary embolectomies  have  been  reported  uti- 
lizing extracorporeal  bypass."’”’®*  The  actual 
number  of  operations  probably  greatly  exceeds 
this  at  the  present  time.  There  is  no  real  ques- 
tion that  pulmonary  embolectomy  with  the  ad- 
vantage of  extracorporeal  bypass  is  the  proced- 
ure of  choice.  ^ 
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Bradley®  and  others'®  have  reported  a semi- 
closed  procedure  opening  first  one  and  then  the 
other  pulmonary  artery  for  embolectomy.  This 
obviously  compromises  the  procedure  seriously 
in  every  respect  and  its  only  justification  might 
be  the  unavailabality  of  extracorporeal  bypass 
facilities  when  the  emergency  presents  itself. 

THE  TECHNIC  OF  PULMONARY 
EMBOLECTOMY 

The  technics  of  cardiopulmonary  bypass  are 
well  established  and  require  no  discussion  for 
the  purposes  of  this  report.  The  advantages  of 
the  technic  are  enormous.  Total  bypass  results 
in  a relatively  bloodless  field,  embolectomy  can 
be  meticulously  performed,  and  perfusion  of 
the  heart  and  body  mass  are  well  assured  during 
embolectomy. 

The  technic  of  embolectomy  is  relatively  sim- 
ple. The  pulmonary  artery  is  opened  when  the 
conditions  of  total  cardiopulmonary  bypass  exist 
and  embolic  and  fresh  thrombus  material  re- 
moved. Irrigation  of  the  pulmonary  arteries  and 
vigorous  ventilation  of  the  lungs  may  yield  furth- 
er embolus  and  thrombus.  Direct  massage  of  the 
lungs  and  retrograde  flushing  through  the  pul- 
monary veins  with  or  without  thrombolytic 
agents  for  the  same  purpose  have  been  de- 
scribed.^^ In  any  event,  complete  embolectomy 
and  thrombectomy  has  considerable  importance 
in  prognosis. 

Thirty  minues  of  bypass  is  usually  sufficient, 
and  total  operative  time  rarely  exceeds  two  hours. 
Ligation  or  partition  of  the  vena  cava  should 
always  be  performed  at  the  same  time. 

Preparation  for  bypass  can  usually  be  made 
in  two  hours  or  less.  Bank  blood  with  partial 
dilution  for  the  perfusate  is  quite  satisfactory. 
Cooley,  Beall  et  aP  among  others  have  popular- 
ized the  use  of  5%  glucose  in  water  as  the  total 
prime  utilizing  a disposable  oxygenator.  The 
basic  procedure  was  first  described  by  Zuhdi 
and  Greer  et  al.“’  The  preparations  for  bypass 
are  thus  simplified  and  abbreviated.  The  estab- 
lished and  proven  bypass  technics  of  the  surgical 
team  should  nevertheless  be  elected. 

Beall  and  Cooley^  have  also  reported  the  use 
of  a portable  bypass  apparatus  for  support  of 
the  gravely  ill  patient  pending  operative  ar- 
rangements. The  “have  pump— will  travel”  ap- 
proach would  seem  to  have  real  merit  and  al- 
ludes to  a coming  field  of  temporary  and  pro- 
longed bypass  support. 


If  thrombectomy  has  been  complete,  the  re- 
sults will  very  likely  be  excellent.  If  this  is  not 
the  case,  as  was  probably  true  in  our  patient, 
the  results  will  be  variously  comprised. 

LIGATION  AND  PARTITION  OF 
THE  INFERIOR  VENA  CAVA 

The  indications  for  ligation  of  the  vena  cava 
in  pulmonary  embolism  are  disputed.  Many  feel 
that  vena  cava  ligation  is  required  in  the  pa- 
tient with  serious  or  recurrent  pulmonary  em- 
bolism. It  should  always  be  performed  at  the 
same  time  as  pulmonary  embolectomy  is  per- 
formed.^’’ 


Figure  3 

A illustrates  ligation  of  the  inferior  vena  cava,  B plica- 
tion of  cava,  C application  of  teflon  clip  to  cava,  and  D 
creation  of  filter  of  cava.  Of  the  several  methods  of 
partition  of  the  vena  cava,  use  of  a teflon  “clip  ” ap- 
pears to  be  the  most  popular  and  convenient.  (31,  32,  33) 
Ligation  of  the  vena  cava  is  the  preferred  method  by 
some  (35),  but  is  increasingly  reserved  for  septic  throm- 
bophlebitis. 

“From  PULMONARY  EMBOLISM,  by  Arthur  C. 
Beall,  Jr.,  Herbert  L.  Fred,  Denton  A.  Cooley,  in 
‘Current  Problems  in  Surgery.’  Copyright©  1964, 
Year  Book  Medical  Publishers,  Inc.  Used  by  per- 
mission of  Year  Book  Medical  Publishers.’’ 

The  controversy  partly  centers  on  the  after-ef- 
fects of  caval  ligation.  The  character  of  the  ven- 
ous disease  preceding  caval  ligation  with  par- 
ticular reference  to  the  extent  of  occlusion  of 
the  deep  veins  and  the  extent  of  collateral  venous 
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circulation  has  much  to  do  with  the  develop- 
ment of  the  sometimes  troublesome  after-effects 
of  edema,  ulceration  and  post-phlebitic  states. 

Because  of  the  sequelae  attributed  to  caval  li- 
gation, partition  or  partial  ligation  of  the  vena 
cava  has  been  described.  The  design  of  all  such 
procedures  is  to  permit  caval  blood  flow  yet 
prevent  recurrent  pulmonary  embolism  by  cre- 
ating a sieve  effect  (Fig.  3).  Spencer  and  Quat- 
tlebaum  et  ab“  reported  plication  of  the  vena 
cava.  Moretz,®^’  Miles,®‘  and  Lam^®  reported  the 
use  of  serrated  teflon  clips  for  a similar  purpose. 
DeWeese'®  reported  the  creation  of  a vena  eava 
filter  by  continuous  suture  across  the  vena  cava. 


SUMMARY 

Massive  pulmonary  embolism  has  been  de- 
fined and  its  diagnosis  and  treatment  discussed. 
Pulmonary  arteriography  is  essential  prior  to  the 
decision  for  pulmonary  embolectomy.  Embolec- 
tomy  utilizing  cardiopulmonary  bypass  is  a life- 
saving procedure  which  offers  much  to  the 
gravely  ill  patient  with  massive  pulmonary  em- 
bolism. A case  report  of  a patient  with  massive 
pulmonary  embolism  successfully  treated  by 
pulmonary  embolectomy  utilizing  cardiopulmon- 
ary bypass  is  included.  It  is  our  intent  to  empha- 
size the  seriousness  of  massive  pulmonary  em- 
bolism, the  availability  of  pulmonary  embolee- 
tomy,  and  the  good  results  which  can  be  achieved 
by  prompt  and  vigorous  surgical  treatment. 
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Prematurity  and  Adaptive  Behavior 
in  Mental  Retardates 


Byron  C.  Moore,  Ed.D. 


In  a population  of  mental  retardates,  the  impairment  of  adaptive  be- 
havior varies  significantly  with  the  degree  of  prematurity.  Reduction  of 
mortality  rate  is  not  an  unmixed  blessing  at  either  extreme  of  the  spec- 
trum of  age. 


Introduction 

IN  recent  years,  increasing  impetus  has  been 
directed  toward  the  discovery  and  under- 
standing of  etiological  factors  that  influence  both 
the  incidence  and  severity  of  mental  deficiency. 
Some  of  this  research  has  presented  evidence 
that  prematurity  is  associated  with  mental  de- 
ficiency as  well  as  a number  of  other  handicap- 
ping conditions,  ( Lubchenko,  Horner,  Reed,  Hix, 
Metcalf,  Cohig,  Elliott,  and  Bourg,  1963;  Lilien- 
feld,  Pasamanick  and  Rogers,  1955;  Owens  and 
Owens,  1949;  Beskow,  1949;  Crosse,  1957;  In- 
man-Kane,  1933;  Drillien,  1961;  Dann,  Levine 
and  New,  1958;  Harper,  Fischer,  and  Rider, 
1959;  Moore,  1965).  Recognition  of  the  prema- 
ture birth  rate  as  an  international  health  prob- 
lem has,  for  the  past  several  years,  emphasized 
the  need  for  reduction  of  incidence  rates  and 
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development  of  improved  postnatal  care  for 
premature  babies.  Consequently,  there  has  been 
a steady  decline  in  mortality  among  premature 
infants,  which  in  turn,  has  resulted  in  the  sur- 
vival of  handicapped  children  whose  counter- 
parts had  not  survived  in  previous  years. 

A child  born  following  a full-term  pregnancy 
has  presumably  advanced  to  a stage  of  develop- 
ment that  permits  successful  transition  to  the 
e.xtrauterine  environment.  The  infant  who  has 
been  born  prematurely  must  make  the  same 
adjustment  to  life  as  the  full-term  infant  — but 
must  do  so  under  handicaps  of  immaturity  pro- 
portional to  the  term  of  uncompleted  fetal  life. 
It  was  Parmalee’s  opinion  (1959)  that  the  suc- 
cess of  an  infant’s  adjustment  to  e.xtrauterine 
life  is,  in  large  measure,  dependent  upon  the 
degree  of  fetal  maturity.  It  would  appear  that 
just  as  postnatal  survival  is  dependent  upon 
fetal  maturation,  so  is  the  infant’s  ability  to 
resist  and  overcome  handicapping  conditions. 
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The  next  logical  step  is  to  question  if  there  is 
a direct  relationship  between  the  degree  of 
prematurity  and  the  degree  of  adaptive  beha- 
vior — which  is  the  intent  of  this  study. 

A survey  of  the  retarded  population  at  the 
Arizona  Children’s  Colony  was  undertaken.  Out 
of  814  case  histories  reviewed,  137  retardates 
were  located  who  had  been  born  with  birth 
weights  of  less  tlian  five  and  one-half  pounds. 
In  addition,  data  regarding  sensory  impairments, 
convulsive  disorders,  motor  dysfunctions,  parity, 
maternal  age,  sex  and  level  of  social  competence 
were  also  compiled.  The  latter  information  was 
obtained  by  administering  the  Vineland  Social 
Maturity  Scale  (Doll,  1953)  and  computing  a 
social  quotient  (S.Q.)  for  each  child.  The  Vine- 
land  Social  Maturity  Scale  is  considered  the 
best  single  measure  of  adaptive  behavior  cur- 
rently available.  (Heber,  1959) 


TABLE  I 

Etiological  Classification  of  137  Premature-Retardate 
Persons  Residing  at  the  Arizona  Children’s  Colony 


Code 

Number 

Description 

Male 

Female 

Total 

11 

Prenatal  infection 

2 

3 

5 

12 

Postnatal  cerebral 

infection 

1 

6 

7 

21 

Toxemia  of  pregnancy 

1 

1 

2 

23 

Bilirubin  encephalopathy  2 

1 

3 

31 

Prenatal  injury 

0 

3 

3 

32 

Mechanical  injury 

at  birth 

5 

7 

12 

33 

Anoxemia  at  birth 

8 

4 

12 

34 

Postnatal  injury 

4 

1 

5 

42 

Phenylketonuria 

4 

1 

5 

49 

Unknown  growth,  metab 

- 

olic  or  nutritional 
disorder 

0 

1 

1 

51 

Neurofibromatosis 

1 

0 

1 

61 

Congenital  cerebral 

defect 

4 

2 

6 

63 

Laurence-Moon-Biedl 

Syndrome 

1 

0 

1 

64 

Mongolism 

8 

5 

13 

78 

Prematurity 

27 

31 

58 

81 

C ultural-f  amilial 

0 

2 

2 

Totals 

65 

72 

T37 

The  Study  Population 

There  were  65  males  and  72  females  within 
the  total  of  137  retardates.  Their  ages  range 
between  2 and  31  years  with  a mean  age  of  14.2 
years.  Ninety-five,  or  69%  of  the  study  group 
are  clasified  as  “white.”  Although  Mexican- 
Americans  are  generally  classified  as  members  of 
the  white  group,  they  were  classified  separately 
for  the  purposes  of  this  study.  The  Mexicans 
constitute  18%  of  the  study  population,  followed 
by  Negroes  at  9%.  Five  Indian  premature-retard- 
ates are  also  included  in  the  study  and  account- 
ed for  4%  of  the  group.  The  total  “non- white” 
group  represented  31%  of  the  study  population. 

Maternal  ages  ranged  from  12  years  to  54 
years  of  age  with  a mean  age  of  27.  Parity 
range  from  1 to  18  with  a mean  of  3. 

Twenty-three  percent  of  the  study  group  suf- 
fer from  special  sense  impairments,  34%  of  the 
study  population  either  have  histories  of  convul- 
sive disorders  or  are  considered  to  be  active 
seizure  patients;  while  45%  of  the  group  have 
some  type  of  motor  dysfunction  such  as  cerebral 
palsy. 

A wide  variety  of  etiological  classifications 
are  noted.  Table  1 lists  the  various  classifica- 
tions represented. 


Code  78,  Encephalopathy  associated  with  pre- 
maturity is  assigned  where  prematurity  was 
the  only  known  etiological  factor  ( Heber,  1959 ) . 
This  is  the  largest  single  etiological  division 
found  in  the  study,  accounting  for  37.2%  of  the 
population.  Problems  associated  with  the  birth 
episode  are  listed  in  24  cases  or  18.5%  of  the 
group.  Table  II  outlines  the  mean  and  median 
figures  for  the  population’s  birth  weights  and 
social  quotients. 


TABLE  II 

Measures  of  Central  Tendency 
of  the  Study  Population 
Birth  Weight  in  Ozs.  VSMS  Social  Quotients 


Mean 

Median 

Mean 

Median 

Male 

68.9 

68.8 

35.9 

31.0 

Female 

72.3 

79.0 

33.4 

32.0 

Total 

7^ 

7^ 

Statistical  Procedure 

Due  to  the  non-parametric  character  of  the 
data,  the  Mann  Whitney  U Test  (Siegel,  1956) 
was  selected  to  test  the  hypothesis  predicting 
that  the  premature-retardates  below  the  birth 
weight  median  for  the  group  would  have  sig- 
nificantly lower  social  quotients  than  the  prema- 
ture-retardates with  birth  weights  above  the 
median. 

The  Study  Results 

Application  of  the  Mann-Whitney  U Test  to 
the  data  derived  a Z-score  of  2.74  which  is  sig- 
nificant at  the  .003  level  of  confidence.  This 
highly  significant  study  result  would  seem  to 
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indicate  that  not  only  is  the  degree  of  pre- 
maturity related  to  the  degree  of  intellectual 
loss,  (Moore,  1965)  but  also  the  greater  the 
degree  of  prematurity,  the  more  seriously  im- 
paired the  premature-retardate  child  is  in  terms 
of  his  ability  to  adapt  to  postnatal  life. 

Since  the  conclusions  of  this  study  are  based 
on  data  taken  from  a population  known  to  be 
retarded,  the  implications  are  limited  to  this 
and  like  populations.  A similar  study  based  on 
a heterogenous  sample  of  children  born  with 
premature  birth  weights  should  be  of  interest 
and  value. 
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ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

Cieorge  II.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Malcolm  F.  Dorfman,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

y.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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Deluxe  Medical  Suites  Available  December  1966 


NORTH  PARK  MEDICAL  CENTER 

78  West  Ray  Road 
Chandler,  Arizona 

SHULTS  REALTY  CO. 

969-5509 


Doctor:  Qd  your  hilling  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac”  - Arizona’s  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation). 

CONTACT  ANY  VALLEY  BANK  OFFICE 

or  phone: 

in  Phoenix  jp  Tucson 

Bud  Gray  261-1317  Don  Markle  624-8711 
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Arizoxa  Medicine 


PRESIDENT’S  PAGE 


When  I was  a boy,  I tried  to  nurse  back  to 
health  sick  and  wounded  birds  that  I found. 
They  all  died!  This  was  hard  on  me  both  from 
the  emotional  impact  and  from  the  conviction 
that  my  labors  were  useless.  I asked  my  father 
how  long  I should  continue  these  efforts.  He 
told  me  that  we  never  discontinue  doing  some- 
thing that  is  proper  and  needful  simply  because 
it  is  discouraging  or  seemingly  futile. 

There  is  no  doubt  in  my  mind  what  my  father’s 
advice  would  be  today  if  he  could  be  asked  how 
much  longer  I should  contribute  to  the  political 
chances  of  candidates  who  favor  medicine  s 
views,  when  so  far  these  aspirants  have  been 
licked  to  a frazzle. 

He  would  say  that,  if  I honestly  believe  that 
loss  of  personal  integrity  (the  development  of  a 


philosophy  that  as  Americans  we  are  no  longer 
financially  responsible  for  our  welfare,  or  moral- 
ly responsible  for  our  actions)  is  the  beginning 
of  our  national  downfall,  then  I must  do  any- 
thing and  everything  to  protect  our  heritage. 

It  isn’t  enough  to  decry  the  passing  of  the 
independent  era  and  the  coming  of  the  Welfare 
State. 

We  need  to  hear  a lot  less  griping  and  see  a 
lot  more  membership  in  ArMPAC.  This  group, 
under  Dr.  John  Kahle,  will  do  a job  if  you  will 
give  them  the  required  support. 

The  primaries  are  upon  us.  The  time  is  now, 
and  the  need  is  urgent! 

Please! 

Can’t  you  see  how  “proper  and  needful”  it  is? 
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SALMONELLA 

SPECinC 

FUROXONE 

FURAZOUDONE 

UQUID/TABLETS 

Often  succeeds  where  others  fail  in  a wide  variety 
of  bacterial  diarrheas.  Specifically  within  the  broad 
bactericidal  range  of  Furoxone: 


Salmonella  montevideo 
Salmonella  newport 
Salmonella  anatum 
Salmonella  derby 


Salmonella  paratyphi 
Salmonella  schottmiilleri 
Salmonella  typhimurium 
Salmonella  choleraesuis 
Salmonella  enter! tidis 

Proper  antibacterial  therapy  for  individual  cases 
should  help  in  reducing  the  total  number  of  cases  in 
an  epidemic  situation. 

Side  effects  are  infrequent.  A few  hypersensitivity 
reactions  to  Furoxone  have  been  reported  including  a 
fall  in  blood  pressure,  urticaria,  fever,  arthralgia  and 
a vesicular  or  morbilliform  rash.  These  reactions  sub- 
sided promptly  following  withdrawal  of  the  drug. 
Primaquine-sensitive  patients  may  develop  a mild 
reversible  hemolytic  anemia.  Nausea,  emesis,  head- 
ache or  malaise  may  occur  occasionally.  To  obviate 
alcohol-disulfiram  type  reactions,  advise  against  use 
of  alcohol-containing  drugs  during  therapy  and  four 
days  thereafter. 

Do  not  give  to  infants  under  one  month  of  age. 

Composition:  Furoxone  Liquid  contains,  per  15  cc. 
tablespoonful,  furazolidone  50  mg.,  pectin  225  mg., 
and  kaolin  3.0  Gm.  Furoxone  Tablets  each  contain 
100  mg.  of  furazolidone. 

References:  1.  Editorial;  J.A.M.A.  159:691  (Aug.  31)  1964.  2. 
Foertsch,  J.  H.:  J.  Oklahoma  Med.  Assn.  57:449  (Oct.)  1964.  3.  Paul, 
H.  E.,  and  Paul,  M.  F.:  The  Nitrofurans— Chemotherapeutic  Proper- 
ties, in  Schnitzer,  R.  J.,  and  Hawking,  F.  (Eds.)  ExperimentaliChemo- 
therapy,  Vol.  2,  New  York,  Academic  Press,  1964. 


Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK 


SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essentia!  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 

“In  short,  treatment  is  indicated. ”i 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.;  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.; 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.;  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J,  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions rriay  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  - capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTR  AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


'The  Priceless  Ingredient'  of  every  produc 
is  the  honor  and  integrity  of  its  maker. 
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A Teaching  Hospital  — 1 


We  have  just  reached  the  stage  at  which  the 
schematic  design  of  a teaching  hospital  must  be 
completed.  This  has  prompted  the  suggestion 
that  we  review  some  of  the  considerations  which 
underlay  the  decision  in  favor  of  having  the  Uni- 
versity own  and  operate  its  own  teaching  hos- 
pital. This  question  has  been  given  a great  deal 
of  thought  during  the  several  years  in  which  the 
feasibility  of  starting  a new  medical  school  was 
determined. 

The  consultants  to  the  Arizona  Board  of  Re- 
gents apparently  also  gave  very  serious  consider- 
ation to  this  question  during  their  survey  in 
1960-61.  They  reviewed  the  existing  and  project- 
ed load  on  the  clinical  facilities  which  were  al- 
ready in  existence  in  the  metropolitan  areas  and 
sampled  the  viewpoints  of  civic  and  physician 
leaders  with  respect  to  this  question  in  both  of 
the  major  metropolitan  areas.  Their  written  con- 
clusion was  as  follows:  “A  university  hospital 
should  be  considered  the  laboratory  of  the  clin- 
ical medical  sciences.  It  should  be  designed 
specifically  for  teaching  and  research.  It  is  rec- 
ommended that  a university  hospital  be  con- 
structed on  the  campus  adjoining  the  Medical 
Science  Building.” 

The  question  of  ownership  of  a hospital  by  a 
medical  school  has  fascinating  historical  prece- 
dents, mostly  traceable  to  recent  European  his- 
tory where  many  medical  schools  were  hospital- 
based,  rather  than  university-based.  When  medi- 
cal schools  started  in  America  we  acknowledged 
that  precedent  early.  For  example,  the  Pennsyl- 
vania Hospital  was  opened  in  Philadelphia  in 
a small,  converted  residence  early  in  1752  and 
moved,  four  years  later  to  a completely  new 
structure.  The  founders  of  that  institution  stated 
that  this  new  hospital  would  make  an  excellent 
institution  in  which  to  initiate  lectures  in  medi- 
cal education  and,  therefore,  clinical  lectures 
were  started  there  in  1766.  When  the  Univer- 
sity of  Pennsylvania  moved  to  a new  site  in 
1873  it  constructed  its  own  hospital.  This  is  said 
to  have  been  the  first  to  be  built  in  this  country 
exclusively  for  the  use  of  a medical  school.  A 
few  years  earlier,  in  1869,  the  University  of  Mich- 
igan had  remodeled  an  existing  building  in  order 


that  it  might  be  used  as  a teaching  hospital  for 
the  medical  school  there,  as  well  as  for  commun- 
ity service;  and,  there  is  some  evidence  that  the 
Medical  College  of  South  Carolina  may  have 
actually  been  the  first  to  own  and  operate  a 
teaching  hospital  since,  in  1828  it  established  an 
“Infirmary  for  Surgical  Cases  in  Connection  with 
the  College.”  It  was  in  this  same  manner  that 
Johns  Hopkins  Hospital  was  staffed  and  oper- 
ated in  1889  just  before  the  opening  of  its  School 
of  Medicine. 

When  Arizona’s  survey  team  reached  its  con- 
clusion advising  university  ownership  of  a teach- 
ing hospital  it  doubtless  had  such  precedents  in 
mind.  There  is  evidence  that  similar  reasoning 
has  prevailed  elsewhere  in  the  United  States  and 
Canada  in  the  past  two  or  three  decades.  Note, 
for  example,  that  in  the  instance  of  every  pub- 
licly supported  medical  school  which  has  been 
developed  since  the  Second  World  War  the  deci- 
sion has  been  made  that  the  parent  university 
should  own  and  operate  its  teaching  hospital.  In 
the  majority  of  instances  this  is  also  true  for  the 
medical  schools  which  are  privately  supported. 
However,  there  are  two  reasons  why  this  situa- 
tion may  be  different  for  the  private  school. 
First,  the  privately  supported  medieal  school  is 
not  obligated  to  provide  service  to  the  state  in 
which  it  is  located;  therefore,  its  clinical  teaching 
requirements  can  often  be  met  in  an  affiliated 
hospital.  Second,  as  noted  in  Europe,  when  a 
college  of  medicine  originates  within  an  already 
existing  hospital  its  requirements  can  be  willing- 
ly accommodated  by  the  existing  staff  of  that 
hospital  by  the  use  of  their  patients  for  teaching 
purposes.  However,  when  a new  medieal  school 
is  organized  outside  of  a hospital,  but  intends  to 
use  the  hospital  for  its  clinical  programs,  there 
is  a necessary  “invasion”  of  the  hospital  by  med- 
ical school  interests  which  is  not  always  com- 
patible with  the  community-oriented  mission  of 
the  hospital.  These  problems  are  avoided  when 
the  university  operates  its  own  hospital. 
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PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble.  — These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which  a 
physician  may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with  members  of 
allied  professions,  and  with  the  public. 

Section  1.  — The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full-measure  of 
service  and  devotion. 

Section  2.  — Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  available  to  their 
patients  and  colleagues  the  benefits  of  their  professional  attain- 
ments. 

Section  3.  — A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  voluntarily 
associate  professionally  with  anyone  who  violates  this  principle. 

Section  4.  — The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral  character 
or  professional  competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession  and  accept  its 
self-imposed  disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the  profession. 

Section  5.  — A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he  may 
not  neglect  him;  and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  — A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7.  — In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the  patient. 

Section  8.  — A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  enhanced  thereby. 

Section  9.  — A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  character  of  patients,  unless 
he  is  required  to  do  so  by  law  or  unless  it  becomes  necessary 
in  order  to  protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10.  — The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend  not  only 
to  the  individual,  but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 


EDITOR’S  PAGE 


This  Ain’t  No  Time  To  Blow  Our  Cool!! 


Slang  and  jargon  are  integral  segments  of  the 
English  language  exhibiting  eccentrie  humor  and 
comprising  certain  widely  current  terms.  With 
all  the  dignity  remaining  at  my  command,  let 
me  submit  the  following  this  mid-August,  1966, 
both  because  it  is  so  expressive  and  because  it 
states  so  succinctly  with  a bit  of  a chuckle 
something  which  we  may  all  well  bear  in  mind. 

Twenty  years  ago  physicians  praised  the  Lord, 
passed  the  ammunition,  and  referred  to  irretriev- 
ably confused  situations  as  SNAFU  and  FUBAR. 

Ten  years  ago,  in  another  action,  we  stayed 
loose  and  drank  cold  water  so  we  didn’t  have 


to  press  the  panic  button  to  get  a monkey  off 
our  back. 

Today  we  don’t  mess  with  something  real  boss 
or  which  sends  us  for  fear  it  might  become  so 
gross  that  we  could  no  longer  make  out  and 
would  have  to  hang  it  in  our  ear. 

After  six  weeks  of  P.L.  89-97,  I can  only  reflect 
upon  the  surcease  and  satisfaction  that  some  of 
the  above  idiomatic  expressions  have  given  me 
in  other  stress  situations,  and  offer  the  following 
as  a modicum  of  advice. 

FOR  SURE  IT’S  NO  GAS,  MAN,  BUT  THIS 
AIN’T  NO  TIME  TO  BLOW  OUR  COOL!!!! 

Roland  F.  Schoen,  M.D. 
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it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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EDITORIALS 


PRINCIPLES  OF  MEDICAL  ETHICS 

Roland  F.  Schoen,  M.D. 


Section  1.  The  principal  objective  of  the  med- 
ical profession  is  to  render  service  to  humanity 
with  full  respect  for  the  dignity  of  man.  Physi- 
cians should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full- 
measure  of  service  and  devotion. 

Section  2.  Physicians  should  strive  continually 
to  improve  medical  knowledge  and  skill,  and 
should  make  available  to  their  patients  and  col- 
leagues the  benefits  of  their  professional  attain- 
ments. 

Section  I:  Upon  reading  this  section  for  the 
first  time,  one  scans  approximately  forty  words 
arranged  into  two  declarative  sentences,  each 
containing  a subject  and  a predicate,  and  each 
being  semantically  correct.  There  is  no  equivoca- 
tion, condition  or  qualification.  Two  simple 
sentences;  the  first  encompassing  all  living  peo- 
ple in  their  entirety;  the  second  limiting  a con- 
cept of  thought  to  a single  individual. 

The  choice  of  words  is  incomparable.  Is  there 
a better  phrase  than  “render  service  to”?  Are 
there  better  words  than  “respect”,  ‘Tiumanity”, 
or  “dignity  of  man”?  The  context  of  the  words 
and  the  structure  of  the  sentences  stimulate  the 
conception  of  medical  services  rendered  because 
of  compassion  rather  than  for  a thought  of  ma- 
terial gain;  a medical  service  encompassing  the 
entirety  of  all  living  human  beings  rather  than 
small,  limited  or  privileged  groups  or  individ- 
uals. Respect  for  the  dignity  of  man  would 
separate  and  distinguish  us  from  barbarians, 
cruelty,  and  brutality. 

The  second  sentence  clearly  defines  our 
course  as  physicians,  abrogating  pretense  and 
ignorance,  manifesting  a total,  zealous,  humble 
dedication  to  our  profession. 

Section  Two  contains  a mere  twenty-five 
words  arranged  in  the  form  of  a compound  sent- 


ence composed  of  two  declarative  statements. 
It  lacks  the  blunt  impact  of  the  previous  sec- 
tion, but  it  is  more  subtle  in  its  content  and  in 
its  choice  of  words.  “Should”  connotes,  when 
stressed,  an  expression  of  moral  obligation.  “To 
make  available”  merely  means  “to  put  at  the 
disposal  of  or  make  accessible  to,”  while  an 
“attainment”  is  a “mental  acquirement.” 

Little  more  remains  to  be  said,  for  our  second 
principle  becomes  readily  lucid.  By  the  skillful 
use  of  the  past  particulate  of  a single  word,  the 
moral  obligation  of  physicians  referable  to  the 
current  quality  of  their  medical  knowledge  and 
skill  is  clearly  demarcated,  as  is  their  moral 
obligation  to  share  their  mental  acquirements  not 
only  with  their  own  personal  patients  and  the 
ills  of  these  patients,  but  also  with  colleagues 
so  that  countless  other  patients  and  their  ills 
may  also  benefit  therefrom. 

This  has  actually  become  an  exercise  in  analy- 
sis and  my  imagination  has  been  pleasantly 
stimulated.  At  first  appraisal  the  principles  of 
medical  ethics  appear  to  be  a set  of  rules,  a 
Table  of  Ten  Commandments  of  the  Medical 
Profession  as  it  were,  but  as  the  final  words 
are  drafted  different  thoughts  occur. 

Many  physicians  cross  the  horizon  of  my  mem- 
ory; present  acquaintances  and  colleagues  whom 
I have  known  many  years  ago;  my  father;  my 
grandfather;  beloved  instructors,  and  others. 
Now  as  I read  the  Principles  of  Medical  Ethics 
an  idea  is  conceived  — each  Section  represents 
a facet  of  the  complete  physician!  Each  Section 
is  a portion  of  the  character  and  the  personality 
of  a Doctor  of  Medicine! 

Perhaps  we  have  stressed  our  Public  Image 
at  the  expense  of  our  image  as  individual  phy- 
sicians. I wonder  what  this  Image,  Model  1966, 
will  be? 
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ehronic 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita-[ 
mins  and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con-| 
taining  therapeutic  quantities  of  vitamins  B and  C,  are  foimulated  to  meet  the! 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 1 
ness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy.  ' 


Each  capsule  contains:- 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  (Riboflavin)  10  mg 

Vitamin  B«  (Pyridoxine  HCI)  2 mg 

Vitamin  B,,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6—3614 


NERVOUS  PATIENT 


William  B.  McGrath,  M.D. 


There  is  a cartoon  in  which  a group  of  con- 
ventioning  psychiatrists  are  singing,  “For  He’s 
an  adequate  fellow.”  The  nervous  patient  does 
manage  to  make  any  physician  feel  inadequate. 
If  the  physicial  fails  to  anticipate  this  he  will 
get  hurt,  or  he  may  respond  with  that  polite  and 
toothy  antagonism  which  the  patient  sometimes 
brings  to  the  interview. 

For  reasons  inherent  in  his  illness,  the  patient 
may  be  under  compulsion  to  prove  that  you  and 
your  remedies  will  be  equally  ineffectual.  He  is 
not  aware  — as  you  must  be  — that  you  personify 
all  the  important  persons  who  have  previously 
disappointed  him.  Whenever  he  pleaded  for  pun- 
ishment and  forgiveness  and  reconcilliation  he 
was  painfully  misjudged  by  the  dictators  of 
whom  you  are  perhaps  the  ultimate  deputy. 

The  sullen  adolescent  is  testing  not  you  but 
authority  in  general.  The  sarcasm  of  the  resentful 
woman  cannot  be  aimed  at  her  intimidating  hus- 
band, so  it  is  displaced  onto  you.  To  the  imma- 
ture adult  you  are  not  an  individual;  you  are  a 
faucet  — or  a computer  to  be  programmed  ac- 
cording to  his  narcissistic  needs. 

Neither  does  the  nervous  patient  look  for 
prompt  improvement.  Such  would  jeopardize  his 
meager  supply  of  solicitude,  and  he  would  just 
lose  face.  People  have  told  him  that  he  could 
help  himself  if  he  really  wanted  to.  There  is 
nothing  you  ean  say  to  him  that  he  hasn’t  said 
to  himself  a hundred  times.  He  has  had  a surfeit 
of  platitudes  and  moralizings  and  banal  advice. 
He  is  already  on  the  defensive. 

You  have  been  taught  to  let  him  submit  his 
story  in  his  own  words,  at  his  own  pace.  Away 
from  the  analyst’s  couch  this  quickly  becomes 
impracticable.  Interruptions  and  scheduled  hours 
will  intervene.  Or  to  the  reticent  individual  your 


silence  will  seem  inhospitable  — just  as  other  re- 
jecting silences  made  him  afraid  to  reveal  his 
wordless  anguish  in  the  first  place. 

You  must  ask  leading  question.  Leading 
where?  The  questions  must,  of  course,  lead  the 
patient  away  from  endless  recapitulations  and 
explanations  of  his  complaints.  Sympathy  and 
encouragement  are  placebos,  available  without 
prescription.  And  the  patient  will  not  relinquish 
his  neurosis  just  to  repay  you  for  your  kindness. 

Secondly  and  soon  the  inquiry  must  lead  away 
from  preoccupation  with  situational  conflicts,  at 
least  in  their  surface  manifestations.  Let  me  give 
an  illustration.  A tearful  and  trembling  woman 
reports  that  her  perfectionist  husband  finds  fault 
with  everything  she  does.  No  matter  how  hard 
she  tries,  she  cannot  please  him.  Influenced  by 
the  family  doctor’s  gentle  chiding,  the  husband 
regrets  his  impatience  and  promises  to  desist 
from  showing  it. 

This,  so  far,  is  the  layman’s  notion  of  psycho- 
therapy. But  it  ignores  the  man’s  private  intra- 
psychic conflict.  His  irritability  will  break  out 
again  like  boils.  Didn’t  his  perfectionism  sug- 
gest some  fundamental  insecurity?  Perhaps  he 
cannot  “afford”  to  seem  happy  with  his  marriage, 
for  that  would  put  to  the  test  his  uncertain  ca- 
pacity to  be  a loving  and  potent  husband.  Simi- 
larly, the  wife’s  demoralization  is  but  secondar- 
ily due  to  her  husband’s  criticism.  It  is  a needless 
penalty  she  pays  for  denying  her  own  perfectly 
healthy  anger. 

Another  example  of  chronic  irritability  may 
illustrate  the  searching  quality  of  psychotherapy. 
A man  (especially  a professional  man)  needs 
a variety  of  cultural  and  recreational  activities. 
His  wife  does  not.  She  can  be  satisfied  in  the 
security  of  her  household.  This  she  cannot  con- 
vey to  him.  He  imagines  that  she  must  have  to 
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pretend  to  be  contented  in  what  to  him  would  be 
a miserable  way  of  life,  and  he  feels  sorry  for 
her.  Whenever  he  pursues  his  independent  inter- 
ests, seemingly  somehow  at  her  expense,  he  feels 
an  obscure  guilt  and  a faint  tension  to  hurry  on 
home.  Obviously  now  the  wife’s  patience  and 
redoubled  devotion  will  just  aggravate  his  irra- 
tional grouchiness.  It  is  a maxim  that  man  who 
is  made  to  feel  guilty  — or,  rather,  who  makes 
himself  feel  guilty  — will  react  not  apologetically 
but  with  rage. 

The  wife,  in  either  of  these  cases,  needs  only 
the  help  of  your  educated  perspective  to  be  won- 
derfully tactful  in  putting  her  husband  at  ease. 

Patients,  unable  to  understand  or  help  them- 
selves, have  come  to  expect  misunderstanding 
and  blame.  They  are  afraid  that  their  poor  opin- 
ion of  themselves  will  just  be  confirmed,  sealed 
under  the  physician’s  labelling:  neurotic,  self- 
pitying,  emotionally  immature. 

To  the  nervous  patient  the  physician  is  always 
a surrogate  conscience,  a wiser  and  more  ob- 
jective superego,  the  only  one  to  whom  he  can 
have  recourse.  The  doctor’s  office,  then,  must 
be  a sanctuary,  a place  of  immunity  from  the 
prejudices  and  pretenses  of  the  outside  world. 


UNIQUE  TUCSON 

FU  LLY-EQU I PPED 

OFFICE  RENTAL 

Ready  for  immediate  occupancy  — an  out- 
standing office  availability  in  the  long  estab- 
lished, centrally-located  Tucson  Medical 
Square.  This  office  is  ideal  for  patient  con- 
venience. The  air-conditioned  office  area 
is  1164  sq.  ft.,  consisting  of  reception  room, 
two  examining  rooms,  a private  office  and 
fully-equipped  laboratory.  The  office  is  com- 
pletely furnished  and  decorated.  These 
choice  facilities  can  be  yours  now  at  an 
unusually  reasonable  rental  rate.  For  addi- 
tional information,  contact: 

CARLOS  TOUCHE' 

4431  E.  Broadway  Tucson,  Arizona 

Phone  327-6685 


What  Doctors 
Should  Know  About 
Guardian  Check 
Cashing  Service 

Convenience  for  Customers  . . . 

Protection  for  merchants 

Check  cashing  is  easy  and  quick 
when  a First  National  customer 
presents  his  Courtesy  Card  with 
its  Guardian  number  to  any  of 
the  more  than  3,700  Arizona 
businessmen  displaying  the 
Guardian  Check  Cashing  Service 
emblem. 

Over  140,000  Arizonans  use 
their  Courtesy  Cards  to  assure 
acceptance  of  their  checks  in 
any  amount  up  to  $50.00. 

Guardian  Check  Cashing  Service 
— another  exclusive  feature  of 
First  National  Bank  — makes 
good  sense  and  good  business 
throughout  Arizona. 


NATIONAL 

BANK 

OF  ARIZONA 

MEMBER  FD  1 C.  • FEDERAL  RESERVE  SYSTEM 
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IN  MEMORIAM 


EARLE  WOOD  PHILLIPS,  M.D. 
1883-1966 

Born  January  21,  1883.  Died  May  23,  1966. 
Was  graduated  from  Cornell  Medical  School 
1905.  Entered  U.S.  Medical  School,  Washington, 
D.C.,  1907.  Received  appointment  to  duty  U.S.N. 
1909.  Discharged  from  Navy  1918  for  physical 
disability  incurred  in  line  of  duty. 

Was  retired  as  Liteutenant  Commander. 

Let  his  wife,  Mary,  give  a brief  summary  of 
his  outstanding  medical  accomplishments: 

“In  Butler,  New  York,  on  the  farm  of  his 
father  who  bred  and  raised  fine  horses,  he 
learned  very  young  the  feel  of  driving  reins  in 
his  hands  and  how  to  sit  a bareback  horse.  The 
pleasure  and  interest  continued  with  him  to  the 
end  of  his  life. 

“In  1918  when  he  was  retired  from  his  war 
duty  in  the  Navy  he  had  been  stationed  on  the 
West  Coast.  His  Medical  Examiner  suggested 
Prescott,  Arizona  and  Dr.  John  Flinn’s  sanator- 
ium as  a favorable  residence  for  him,  adding 
that  Arizona  was  a place  where  he  might  live 
with  his  damaged  lungs.  Later,  in  the  twenties, 
after  he  became  Medical  Director  of  Saint 
Luke’s,  finding  beneficial  exercise  in  riding 
horses  again,  he  was  undoubtedly  influenced 
by  Arizona’s  beautiful  riding  country  in  his 
choice  of  a new  home. 

“Dr.  Phillips  made  his  own  survey  of  the 
Arizona  pollen  bearing  plants  as  related  to  al- 
lergy. He  had  the  good  fortune  to  have  for  an 
interested  friend.  Professor  J.  J.  Thornber  of 
the  Botany  Department  of  the  University  of 


Arizona  who  helped  when  specimen  identifica- 
tion was  difficult. 

“In  1942  the  American  Journal  of  Obstetrics 
and  Gynecology  published  a report  by  Dr.  Phil- 
lips on  ‘Allergic  Shock  Caused  by  Synapoidin.’ 
It  was  1949  before  he  concluded  the  research 
and  published  in  the  Annals  of  Internal  Med- 
icine his  report  on  ‘Clinical  Evidence  of  Allergic 
Sensitivity  to  Gonadotropins  in  Allergic  Women.’ 
This  article  had  the  attention  of  his  profession 
both  here  and  abroad. 

“In  1955  he  contributed  the  chapter  on  Arizona 
to  the  book  Regional  Allergy  by  Charles  Thomas. 

“His  publications  were  numerous  extending 
over  his  long  period  of  practice  and  included 
his  studies  of  tuberculosis  as  well  as  those  of 
allergy.  He  was  chairman  of  the  Committee  on 
Tuberculosis  Control  in  Arizona  in  1938  and 
received  the  Award  of  Merit  from  the  University 
of  Arizona.” 

That  Dr.  Phillips  seized  the  opportunity  to 
study  and  develop  the  field  of  allergy  was  due 
to  several  factors  not  the  least  of  which  was  that 
there  was  a need  that  was  not  being  met  for 
work  in  Arizona  that  would  delineate  the  prob- 
lems. His  wife,  Mary,  a botanist,  was  of  great 
help  to  him. 

As  Medical  Director  of  Saint  Luke’s  his  office 
was  on  the  grounds  of  the  Sanatorium  and  he 
carried  many  hundreds  of  patients  on  desensi- 
tization programs,  promoting  the  use  of  intra- 
dermal  injections  as  providing  superior  results. 

He  was  alert  to  changes  in  treatment  of  tuber- 
culosis and  recommended  a surgical  approach 
where  necessary.  Saint  Luke’s  operated  at  capac- 
ity most  of  the  time,  with  forty  or  more  patients. 
It  was  surrounded  for  several  blocks  by  dirt 
roads  and  the  dust  in  the  evenings  during  winter 
months  was  sometimes  so  thick  one  could  see 
barely  one  hundred  feet  ahead.  Yet  many  people 
recovered  from  pulmonary  diseases  and  returned 
to  active  lives  under  his  care. 

In  the  pre-refrigeration  days  of  the  ’20s  and 
’30s  patients  were  moved  from  Phoenix  to  Pres- 
cott for  four  months  of  the  hot  weather,  and  it 
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was  during  this  period  that  Dr.  Phillips  publish- 
ed his  observations  on  the  effects  of  change  of 
climate  and  altitude  on  tuberculosis  patients. 

In  this  day  when  medicine  is  becoming  more 
and  more  institutionalized,  the  great  inspiration 
of  this  man’s  life  is  that  a dedicated  student, 
working  by  himself,  persistently,  patiently,  de- 
veloping the  truths  of  a pioneer  science  in  a 
pioneer  land,  made  great  and  lasting  contribu- 
tions to  mankind.  Medicine  is  peculiarly  depen- 
dent upon  personal  dedication  such  as  he  ex- 
emplified, and  upon  truth  seeking  such  as  his, 
that  enabled  him  to  draw  wise  conclusions. 


URSUS  VICTOR  PORTMANN,  M.D. 
1887-1966 

Dr.  Ursus  Victor  Portmann,  internationally 
known  Radiologist  and  specialist  in  Radiother- 
apy, died  in  Tucson  on  May  21,  1966.  He  was 
born  in  Jackson,  Minnesota,  on  January  20,  1887. 
Dr.  Portmann  became  a member  of  the  Pima 
County  Medical  Society  and  of  the  Arizona 
Medical  Association  in  1955.  He  came  to  Tucson 
from  Cleveland  in  1953  to  associate  himself  with 
the  late  Ludwig  Lindberg,  M.D.,  at  the  Tucson 
Tumor  Clinic. 

In  1913  he  received  his  Doctorate  in  Medicine 
from  Western  Reserve  University.  In  1960  Dr. 
Portmann  was  awarded  the  honorary  degree  of 
Doctor  of  Science  from  Western  Reserve. 

He  was  a member  of  numerous  organizations 
among  which  are:  Cleveland  Academy  of  Med- 
icine, American  Roentgen  Ray  Society,  Radiolog- 
ical Society  of  North  America,  American  College 
of  Radiology,  Honorary  — Radiology  Republic 
of  Columbia,  S.A.,  Rocky  Mountain  Radiology 
Society,  American  Medical  Association,  Arizona 
Medical  Association,  Pima  County  Medical  So- 
ciety. Dr.  Portmann  was  Chief  of  Therapeutic 
Radiology,  Cleveland  Clinic  in  1922.  He  served 
in  France  during  World  War  I. 

Dr.  Portmann  retired  from  active  practice  on 
January  1,  1958.  He  is  survived  by  his  wife, 
Jessie,  of  Tucson,  and  a son,  Ralph,  an  executive 
of  Proctor  and  Gamble,  Inc.,  Belgium  office. 
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VIRGINIA  MURRAY  COBB,  M.D. 
1902-1966 

Dr.  Virginia  Murray  Cobb  was  born  in  Italy 
December  6,  1902  and  expired  May  20,  1966. 

She  received  her  M.D.  degree  from  Columbia 
University  College  of  Physicians  and  Surgeons 
in  1929,  and  served  Internship  and  Residencies 
at  the  New  York  Hospital  of  Joint  Diseases, 
Children’s  Hospital  of  San  Francisco  and  Chil- 
dren’s Hospital  of  the  University  of  Pennsylvania. 

In  1932  she  was  Assistant  in  Pathology  at  the 
University  of  Geneva,  Switzerland,  and  she  re- 
ceived further  postgraduate  education  at  DTM 
& H in  London,  England,  in  1933.  She  held  | 
memberships  in  the  following:  Pima  County 
Medical  Society,  Tucson,  since  1944;  Monterey  { 
County  Medical  Society,  California;  King’s  Coun-  I 
ty  Medical  Society  and  the  Territorial  Alaska 
Medical  Association.  In  addition  she  was  a mem- 
ber of  the  American  Academy  of  Pediatrics,  the 
Arizona  Medical  Association  and  the  American  j 
Medical  Association.  | 

As  early  as  1956  Dr.  Cobb  began  an  effort  to  | 
establish  a Poisoning  Control  Program  in  Tucson, 
through  the  Arizona  Chapter  of  the  American 
Academy  of  Pediatrics  and  with  the  help  of  the 
Tucson  Woman’s  Club. 

She  was  one  of  two  representatives  from  Pima 
County  Medical  Society  to  The  Arizona  Med- 
ical Association  Committee  on  Poison  Control,  I 
1957-58,  and  when  the  Arizona  Medical  Associa- 
tion adopted  a resolution  (on  April  13,  1957) 
pertaining  to  the  establishment  of  a Poisoning 
Control  Program,  she  was  the  first  Chairman  of 
the  Association’s  Committee  on  Poisoning  Con- 
trol. 

j 

I 

At  the  time  of  her  death  Dr.  Cobb  was  Acting  I 
Medical  Director  of  the  Arizona  Children’s  j 
Colony.  I 

Dr.  Cobb  is  survived  by  her  husband,  Dr.  i 
Joseph  H.  Stickler;  a son,  John  Cobb  Stickler  of  ; 
Seoul,  Korea;  a daughter,  Mrs.  Mary  (Barry)  j 
McCallion  of  Claremont,  California;  and  a neph-  ! 
ew,  William  Cobb,  a philosophy  lecturer  at  the  i 
University  of  Arizona. 

Dr.  Cobb  was  an  untiring  worker  and  com-  j 
pletely  devoted  to  the  art  of  medicine  partic-  i 
ularly  in  the  field  of  pediatrics.  She  will  be  j 
sorely  missed  by  the  profession  and  by  the  i 
community  at  large.  ! 
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ROBERT  L.  BEAL,  M.O. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEiLY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


and  neuro! 


psychoatr 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  ,M.D. 

Sidney  H.  Zuber-,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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[FEDERAL 
MEDICAL 
PROGRAMS 


Dr.  Wallace  Reed  prepared  a leiler  which  was  read  at  a meeting  of  the 
Ad  Hoc  Committee  on  Federal  Services.  The  letter  is  as  follows.  It  was 
recommended  that  this  letter  be  made  available  to  all  members  of  the 
Association. 


“TO:  MY  PATIENTS 
FROM:  YOUR  DOCTOR 

“I  rejoice  with  you  in  the  measure  of  relief 
which  Medicare  affords  participants  in  Part  B 
(‘Doctors’  services’).  As  Under  Secretary  Wilbur 
J.  Cohen  says,  ‘As  a result  of  this  law,  many  of 
our  aged  will  ...  be  able  to  get  the  high-quality 
health  care  they  need  but  heretofore  could  not 
afford.  Physicians  will  no  longer  have  to  provide 
free  care  to  so  many  of  the  aged,  or  to  make  a 
routine  practice  of  treating  the  aged  at  reduced 
rates.  And,  most  importantly,  the  dignity  of  the 
patient  is  protected.  . . .’ 

“The  Government  has  provided  that  each  indi- 
vidual share  in  payment  for  his  medical  care. 
There  are  certain  deductibles  which  must  be 
met,  as  described  in  the  booklet  which  has  been 
sent  to  you  by  the  Department  of  H.  E.  W.  And 
in  addition,  as  spelled  out  in  the  same  booklet, 
the  individual  is  responsible  for  the  balance 
remaining  after  the  Medicare  insurance  payment. 
This  balance  will  most  often  amount  to  20%  of 
covered  services.  In  requiring  the  patients  to 
pay  a portion  of  the  bill,  the  Government  has 


taken  a page  from  the  book  of  that  famous 
American  humanitarian,  Tom  Dooley,  who  wrote 
in  Edge  of  Tomorroto:  ‘We  always  urged  the 
villagers  to  pay  us  in  barter  for  our  medicines 
and  for  the  treatment  that  we  were  giving.  This 
was  important  for  their  own  pride  and  was 
important  for  us,  too.’ 

“I  am  willing  to  cooperate  with  the  Depart- 
ment of  H.  E.  W.  in  this  praiseworthy  effort  to 
bring  better  medical  care  to  a larger  segment 
of  our  population.  And  I very  much  appreciate 
the  fact  that  two  methods  of  billing  are  per- 
mitted by  the  Medicare  Act.  This  is  to  advise 
you  that  my  choice  is  the  first  of  the  two  alterna- 
tives mentioned  in  your  booklet.  This  is  described 
as  the  ‘Payment  to  Patient.’  The  steps  are  these: 

1.  Doctors  bills  you. 

2.  You  pay  doctor,  as  in  the  past. 

3.  Doctor  gives  you  a receipted  bill. 

4.  You  send  in  form  and  collect  from 
Government  whatever  the  Govern- 
ment allows. 

“If  there  are  any  questions  as  to  proper  appli- 
cation of  this  method,  please  contact  my  office. 

Sincerely  yours,” 
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slow,  now,  Mrs.  Forsythe,  we^ve  never  lost  a cold  patient  yet. 


Vhen  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
.bout  her  condition. 

,ihe  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

fovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
:gic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
nd  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Jse  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention, 
paution  patients  who  operate  machinery  or  motor  vehicles 
hat  drowsiness  may  result. 

iach  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
Ihloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemicai  Company,  Indianapoiis 


For  relief  of  nasal  congestion. 
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New 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida 

2.  nonpregnant  women  with  a history  of  recent 

diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complet(||l 
formation  consult  Official  Package  Circular.  IndicoM'H 
Infections  of  respiratory,  gastrointestinal  and  genitourii  I 
tracts  and  skin  and  soft  tissues  due  to  tetracycline**^  i 
tive  organisms,  in  patients  with  increased  susceptibi  i 
to  monilial  infections.  Contraindications : The  drugs?  I 
traindicated  in  patients  hypersensitive  to  its  compofic  \ 
If  arnings:  Photodynamic  reactions  have  been  produced!  t 
tetracyclines.  Natural  and  artificial  sunlight  shouM  t 
avoided  during  therapy.  Slop  treatment  if  skin  dijfcoal  j 
occurs.  No  cases  of  photosensitivity  have  been  repot  j 
with  Tetrex  (tetracycline  phosphate  complex).  With  rt\  I 
impairment,  systemic  accumulation  and  hepatotoxicity  < 
occur.  In  this  situation,  lower  doses  should  be  used.  Tv'  l 
staining  and  enamel  hypoplasia  may  be  induced  dar!  i 
tooth  development  (last  trimester  of  pregnancy,  ne<»  ♦ 
period  and  childhood).  Precautions:  Bacterial  superitl; 
tion  may  occur.  Infants  may  develop  increased  intracrad  | 
pressure  with  bulging  fontanels.  In  gonorrheal  therji< 
serologic  tests  for  syphilis  should  be  conducted  in:‘ii|  1 
and  monthly  for  3 months.  Adverse  Reactions:  Clo«  1 1 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vagisii 
dermatitis,  and  allergic  reactions  may  occur.  Usual  Ai' 
Dosage:  1 capsule  q.i.d.  Continue  therapy  for  10  ds^ 
beta-hemolytic  streptococcal  infections.  Administer  i ' 
hour  before  or  2 hours  after  meals.  Supply:  Capsules,  i • 
ties  of  16.  Each  capsule  contains  tetracycline  phosph; 
complex  equivalent  to  250  mg.  tetracycline  HCl  actr.  ■ 
and  250,000  units  of  nystatin.  ' 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  ' 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  unif  ) 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


poii%oir 

antiemeticpie 

esf  elew”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  \word. 
Like  physicians  the  world  over,  they  know  that 
‘its  antiemetic  potency*  is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 
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SEARLE 


relied  on  round  the  world  ■ 

Dramamine’ 

■ ■ brand  of  ■ ■ ■ . 

dimenhydrinate 

classic  antinauseant 


Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV2  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 
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About  Community  Health  Services 

By 

John  C.  Foster,  Executive  Director 


Last  month  we  made  some  observations  on  the 
National  Health  Forum  and  outlined  some  of  the 
recommendations  of  the  National  Commission 
on  Community  Health  Services.  This  month  we 
will  complete  the  outline. 

Before  doing  so,  it  might  be  well  to  comment 
on  one  item  that  came  to  light  during  the  ses- 
sions. All  of  us  concerned  with  the  Medicare 
Law  have  stated  that  the  aged  portions  of  the 
law  (Parts  A and  B of  Title  XVHI)  will  have 
less  impact  in  the  field  of  government  interven- 
tion in  the  practice  of  medicine  than  Title  XIX 
which  sets  up  programs  for  the  medically  indi- 
gent. To  prove  the  point,  New  York  State  has 
adopted  a Title  XIX  program,  which  according 
to  the  State  Health  Commissioner,  could  apply 
to  /3  of  the  entire  population  of  the  state.  In  fact, 
/3  of  the  New  York  State  employees  would  be 
eligible  for  the  “indigent  care”  benefits. 

Leaving  the  above  without  comment,  albeit 
tears,  we  progress  to  the  Commission’s  recom- 
mendations. 

I.  Accident  Prevention:  Accident  prevention 
is  an  integral  part  of  comprehensive  health 
service.  Health  leadership  must  increase  its 
efforts  to  prevent  accidental  injuries,  dis- 
abilities and  death. 

II.  Family  Planning:  Both  public  and  private 
health  agencies  should  provide  family 
planning  services  and  research  in  human 
fertility. 

III.  Urban  Design  and  Health:  Those  who  con- 
trol use  of  the  land,  transportation,  and 
economic  development  must  assume  re- 
sponsibility to  plan  for  more  effective  use 


of  space  and  for  reduction  of  the  emo- 
tional and  physical  hazards  of  high  pop- 
ulation density. 

IV.  Education  for  Health:  Both  the  community 
and  the  citizen  have  their  responsibilities. 
The  community  is  responsible  for  inform- 
ing and  motivating  its  citizenry  to  utilize 
health  services,  at  the  same  time  avoiding 
quackery.  The  citizen  is  responsible  for 
making  use  of  available  services  according 
to  his  needs. 

V.  Health  Manpower:  To  provide  compre- 
hensive health  services  in  the  coming  dec- 
ade will  require  intensive,  planned  and 
continuous  efforts  to  recruit,  educate  and 
train  manpower  for  the  health  team. 

VI.  Hospital  Costs  and  Care:  Further  increases 
in  hospital  costs  must  not  be  accepted 
complacently.  Vigorous  and  persistent  ac- 
tion must  be  taken  by  all  parties  concerned 
to  moderate  the  costs  of  hospital  care 
without  adverse  effects  on  its  quality. 

VII.  Official  State  Health  Agency:  Every  state 
should  have  a single,  official  health  agency 
with  sufficient  authority  and  funds  to  carry 
out  its  responsibilities,  one  of  which  would 
be  to  assure  access  of  the  complete  range 
of  health  services  to  all  communities  in 
the  state. 

VHI.  The  Volunteers:  The  American  tradition 
of  voluntary  citizen  participation  must  be 
extended  to  develop  and  guide  community 
health  services. 

IX.  Action  Plaiming:  Planning  is  an  action 
process  and  is  basic  to  development  and 
maintenance  of  quality  community  health 
services. 
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Occupational  therapist  guides  patient  m newly  acquired  | 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospi 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integra 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospii 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


5055  North  34t 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS:  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


AMhers 

PHOENIX.; 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PS 

A rOnn-Prnfit  C( 


CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op'er-a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPAN Y 

. OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  297-1158) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


PARAMUS  COIN 
EXCHANGE 


The  East's  Largest  Coin  Exchange 

OFFERS  U.S.  GOLD  FOR  YOUR  FUTURE 
ALL  BRILLIANT  UNCIRCULATED 


$20  Gold  pieces 

Liberty  

. .$  54.95 

$3  Gold  pieces 

$349.00 

St.  Gaudens  . . . 

. .$  54.95 

$2.50  Goid  pieces 

$10  Gold  pieces 

Liberty  

.$  52.95 

Liberty  

. .$  32.95 

Indian  

.$  32.95 

Indian  

. .$  52.95 

$1  Gold  pieces 

$5  Gold  pieces 

Type  1 

.$  49.95 

Liberty  

. .$  23.95 

Type  2 

.$250.00 

Indian  

. .$  32.95 

Type  3 

.$  75.00 

SETS 

Liberty  Gold  Type  Set  4 Coins  $159.95 

Indian  Gold  Type  Set  4 Coins  $169.95 

ALL  COINS  IN  CUSTOM  PLASTIC  CASES 
U.  S.  SILVER  DOLLARS  Single  $2.00 

BRILLIANT  Roll  $39.95 

UNCIRCULATED  Bag  $1695.00 

Gold  and  Silver  is  Today's  Best  Investment 
I 

I Paramus  Coin  Exchange  A.N.A.  Member 

I Bergen  Mall  Shopping  Center 

I Paramus,  N.J.  07652  201-342,2600 

Gentlemen:  Please  ship  the  following: 


NAME  

ADDRESS  

CITY  STATE  

BILL  MY  D.C.  ACCT.  # 

BILL  MY  AMER.  EXP.  ACCT.  # 

For  other  coin  values  send  for  free  catalogue! 
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ITEM 

Minutes  of  the  meeting  of  the  State  Board 
of  Health,  Sept.  7,  1917. 

Dr.  J.  B.  Nelson,  State  Superintendent  of 
Health  reported  on  the  matter  of  a well  at 
Florence  being  used  by  Dr.  Randall  ( County  Su- 
perintendent of  Health),  as  cess  pool,  thereby 
contaminating  other  wells  in  the  vicinity,  and 
a satisfactory  adjustment  of  the  matter  by  Dr. 
Randall  who  discontinued  the  use  of  the  well. 

Report  of  Dr.  Nelson  on  his  trip  to  Flagstaff 
to  investigate  an  unsanitary  cess  pool  used  there 
by  laundries,  and  the  establishment  of  a new 
system  to  take  the  place  of  the  unsanitary  cess 
pools. 

Dr.  Nelson  also  reported  his  inspection  of  the 
Northern  Normal  School,  their  unsanitary  meth- 
od of  taking  care  of  sewage  and  read  correspon- 
dence addressed  to  Dr.  Manning,  County  Health 
Officer,  suggesting  that  this  method  be  replaced 
by  septic  tanks,  and  insisting  that  all  diseases 
occurring  in  the  dormitories  be  promptly  re- 
ported. After  discussion  by  the  Board,  it  was 
recommended  that  the  Secretary  write  to  Dr. 
Manning,  that  if  feasible  to  connect  the  sewage 
system  of  the  Normal  with  that  of  the  Flagstaff 
at  an  early  date,  the  septic  tanks  would  not  be 
considered  as  a substitute. 

Dr.  Meserve’s  request  for  leave  of  absence, 
without  pay  from  his  position  as  Director  of  the 
State  Laboratory,  to  enable  him  to  serve  in  the 
Army,  was  granted  without  objection. 

The  appointment  of  Miss  Jane  Rider  as  Di- 
rector of  the  Arizona  State  Laboratory,  at  the 
University  of  Arizona,  with  full  pay,  said  ap- 
pointment taking  effect  September  1,  1917  was 


made  without  objection,  and  the  Secretary  or- 
dered to  duly  advise  the  President  and  the 
Chancellor  of  the  University  and  Miss  Rider 
of  this  appointment. 

ITEM 

A report  on  some  of  the  work  carried  out  by 
the  Arizona  State  Laboratory  is  contained  in  a 
letter  addressed  to  Dr.  Looney,  Superintendent 
of  Health,  August  24,  1916. 

“Referring  to  my  letter  of  August  11,  Dr. 
Meserve  was  only  in  Tucson  a week  before  re- 
turning to  Douglas  and  in  that  time  it  was 
necessary  for  him  to  go  to  Nogales  to  inspect 
dairies  at  that  place.  He  expects  to  be  stationed 
in  Tucson  in  about  three  weeks,  for  a couple 
of  weeks  and  at  that  time  I will  go  to  Prescott 
and  other  to^vns  in  the  Northern  part  of  the 
State. 

“We  are  working  on  a method  for  the  micro- 
scopial  analysis  of  milk  advocated  by  the  New 
York  Agricultural  Experimental  Station  and  if 
our  results  are  good  1 will  be  able  to  analyze 
the  milk  at  the  time  of  collection  thus  doing  away 
with  the  necessity  of  shipping  it  to  a laboratory 
at  this  time. 

“We  have  just  finished  a very  complete  ex- 
amination of  the  milk  supply  of  Tucson  and 
Nogales.  The  former  has  most  of  the  dairymen 
producing  a good  grade  of  milk,  but  the  latter 
without  an  exception  were  all  bad.  Dr.  Gustet- 
ter,  the  local  Health  Officer,  is  working  \vith  the 
dairymen  now  to  help  them  improve  their  dair- 
ies and  method  of  milk  production. 

Signed:  Jane  Rider,  Assistant” 

John  W.  Kennedy,  M.D. 
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Arizona  Medicine 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 


• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac's  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


Soyalac 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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(TOPICS  OF  CURRENT 
MEDICAL  INTEREST 

ArMPAC  APPOINTS 

CANDIDATE  SELECTION 

COMMITTEES 


John  F.  Kahle,  M.D.,  Chairman 


At  a recent  ArMPAC  Board  of  Directors  meet- 
ing, Candidate  Selection  Committees  were  named 
for  the  First  Congressional  District  of  Arizona. 
These  committee  members  are  Drs.  Richard 
Flynn,  William  Payne,  Sherman  Thorpe,  and 
Mrs.  Clare  Johnson.  Likewise  Candidate  Selec- 
tion Committees  were  named  for  the  Third  Con- 
gressional District.  As  it  involves  such  a large 
area,  it  was  divided  into  a Northern  and  Southern 
Section.  The  members  named  to  the  Northern 
Section  Committee  are  Walter  Brazie,  M.D.,  of 
Kingman;  Arnold  Dysterheft,  M.D.,  of  McNary; 
Ivan  Kazan,  M.D.,  of  Page;  Doyle  Hansen, 
D.D.S.,  of  Holbrook;  Ray  Enscore,  M.D.,  of 
Prescott,  and  Eldon  Bills,  D.D.S.,  of  Elagstaff. 
Dr.  Eldon  Bills  is  the  chairman  of  this  commit- 
tee. The  Southern  Section  Candidate  Support 
Committee  members  are  Sherman  Thorpe,  M.D., 
Mesa,  Chairman;  Paul  W.  Kliewer,  M.D.,  of 
Wickenburg;  James  Grobe,  M.D.,  of  Phoenix;  E. 
Blaine  Brimley,  D.D.S.,  of  Phoenix,  and  Bill  C. 
DeMoss,  M.D.,  of  Tolleson. 


It  was  pointed  out  that  the  Third  Congres- 
sional District  is  one  of  the  top  priority  target 
areas  in  the  upcoming  campaign.  Our  ArMPAC 
memberships  need  to  be  increased,  and  we  need 
to  encourage  more  doctors  and  their  wives  to 
take  a more  active  role  in  politics.  Certainly  the 
time  has  long  since  presented  itself  for  doctors 
to  assume  their  natmal  role  of  leaders  in  the 
political  activities  of  their  communities  and  our 
country.  If  the  apathy  continues,  none  of  the 
even  less  professions  will  have  to  worry  as  we 
will  all  be  wards  of  the  benevolent  Uncle  in 
Washington. 

Considerable  discussion  again  occurred  con- 
cerning the  bi-partisan  aspect  of  our  ArMPAC 
activities.  The  ArMPAC  Board  of  Directors 
agrees  that  we  should  select  the  candidates  that 
we  support  for  the  congressional  seats  from  Ari- 
zona on  the  basis  of  the  candidate’s  ability  and 
his  desire  to  adequately  represent  the  entire 
constituency  of  the  State  so  that  we  as  doctors 
and  citizens  will  feel  that  we  have  proper  and 
adequate  representation  in  Washington. 


NEW  FEDERAL  SERVICES 
COMMITTEE  PROGRAM  STARTED 

At  the  July  10,  1966,  Board  of  Directors  meeting  it  was  decided  that  Mr.  Bruce 
E.  Robinson,  Assistant  Executive  Secretary,  will  staff  the  new  Eederal  Services 
Committee,  as  authorized  by  Resolution  No.  12  passed  by  the  House  of  Dele- 
gates on  April  30,  1966. 

One  of  the  first  items  will  be  a visitation  by  Mr.  Robinson  to  as  man)'  mem- 
bers in  the  state  as  possible  to  discuss  with  you  the  Medicare  Law  and  other 
medical  legislation.  If  he  does  not  have  the  answers  to  your  questions,  he  will 
get  them  for  you. 
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Arizona  Medicine 


in  G.U.  infections 


greater  potency 


lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


high  activity 


1-2  “extra’days  activity 

after  the  last  dose  to  protect  against  relapse 

V / 


broad-spectrum  performance 


DECLOMYCIN 

DEMETHYLCHLOBTETRACmiNE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication  — Histor)/  of  hypersensitivity  to  demethylchlortetracycline. 
Warning— \n  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  proionged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontaneis  has 
been  observed.  Ail  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


12  hours 


between 


doses 


: 300  mg  Tablet 
mid-morning 


one  300  mg  Tablet 
mid-evening 


It’s  made  for  b.i.d 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


Physicians 

ArMA 


’ Directory 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DIRKTORY 
AND  ClASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  tvord  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  pi'eceding  publication. 


ALLERGY 


JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 

PARK  CENTRAL  NORTH 
Medical  Building 
555  West  Catalina 
Phoenix,  Arizona  85013 
Phone  264-1381 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


ONCOLOGY 


JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Physicians’  Directory 


Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 


PRESCRIPTIONS  — DRUGS  - COSMETICS  — FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


iScoHsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
Listing 


This  Space 
Available 
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Pharmacy  Directory 


Classified 


Serving  Arizona 
Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  • Carefree  - Apache  Junction 
Globe  • Miami  - Casa  Grande  - Wickenburg 


Classified 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 

icilities  available,  plus 
icome  of  approximate- 
■ year.  Any  other  necessary 
inioirnarion  piease  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Opportunity  for  General  Practitioner  in  St. 
Johns,  Arizona.  County  seat  of  Apache  County 
with  at  least  3000  people  in  the  trade  area. 
Large  fully  equipped  office  facilities,  plus 
X-ray,  laboratory  and  emergency  rooms.  Re- 
sults of  Sears  Foundation  Economic  Survey 
available.  Contact  Medical  Service  Committee, 
P.  O.  Box  296,  St.  Johns,  Arizona. 


Situation  Wanted:  Board  Certified  General 
Surgeon  desires  to  re-locate  to  Arizona;  age 
40  yrs.;  married  with  family;  no  objection  to 
limited  GP;  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  64-3,  Box 
128,  Scottsdale,  Ariz. 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


ATTENTION:  Immediate  opening  for  physi- 
cian interested  in  Group  General  Practice  in 
Arizona.  New  clinic  and  hospital  facilities.  No 
investment  or  equipment  necessary.  Industrial 
connection  allows  immediate  salary.  Will  ac- 
cept draft  eligible  physician.  Reply:  Drawer  M., 
Miami,  Arizona. 


Psychiatric  Residencies:  Northern  California 
Mental  Health  Center.  Two  hours  San  Fran- 
cisco; vacation  area;  warm  dry  summer  days, 
cool  nights;  close  to  Pacific  beaches.  Three-year 
accredited  program;  broad  training,  research 
and  community  psychiatry  orientation;  1965 
APA  Achievement  Award.  Flexible  third  year, 
wide  variety  affiliations.  Housing.  Starting  sal- 
aries to  $10,440  depending  up>on  alternate 
plans.  Apply:  Chief  of  Professional  Education, 
Mendocino  State  Hospital,  Talmage,  California. 
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Arizoxa  Medicine 


ri2X)na  VIediane 


JOURNAL  OF  ARIZONA  ^ ■ f M MEDICAL  ASSOCIATION 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 
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a sea  of  trouble 

for  pollen-sensitive  patients 


Benadryf 

(diphenhydramine  hj/drodiloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 

The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 


ulrexiii 
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HfW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


mmM 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


Iwnfhrop 


WINTHROP  LABORATORIES.  NEW  YORK.  N.  Y,  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief."'  j 

s/de  effects  have  been  minor.  Occasionally  gastric  distress,  j 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic  | 
jaundice  has  been  reported  on  rare  occasions.  However,  in  | 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side  j 
effects.’  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 

1.  Collective  studies.  Department  of  Medical  Research,  ^ 
Winthrop  Laboratories. 
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4 common  cold!  I thought  everything 

Kithough  he’d  prefer  a more  exotic  name  for  it,  you  know 
e's  suffering  from  an  ordinary,  old  common  cold.  And, 
e's  congested.  He’ll  breathe  easier  when  you  prescribe 
lovahistine  LP. 

wo  long-acting  tablets  in  the  morning  and  two  in  the 
Ivening  will  provide  around-the-clock  relief  by  helping 
p keep  congested  air  passages  clear,  thus  enabling 
pur  cold  patient  to  enjoy  normal  and  free  breathing, 
ihis  action  of  long-acting  Novahistine  LP  helps  restore 
'ormal  mucus  secretion  and  ciliary  activity— physiologic 
lefenses  against  infection  of  the  respiratory  tract, 
ilse  cautiously  in  individuals  with  severe  hypertension. 


was  a virus’’  these  days. 

diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 

MVIIIISIlirLP 

For  relief  of  nasal  congestion. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


white  blood 
cells  escape 
through  permeable 
capillary  walls, 
invade  injured 
tissue  and  become 
macrophages 


perithelia!  cells 
swell,  break  off  fro 
outside  capillary; 
walls  and  becomej 
macrophages 


mast  cells 
are  breaking  up 
and  releasing 
cytotoxins 


macrophages 
are  ingesting 
toxic 

substances 


capillaries 
absorb  water 
and  swell 


fibroblasts 
are  in  a 
high  state 
of  activity, 
much  distorted 


Inflammatory  reaction  after  injury 


"A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

^ualar 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.'"^ 


when  complicated  by  infection 

iieo-Nyiialar^ 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References:  1.  Kanee,  B. : Canad  Med  Ass  J 88:999  (May  18)  1963.  2.  Scholtz, 
J.  R.:  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T,,  Dillaha,  C.  J.,  and 
Honeycutt,  W.  M,:  Arch  Derm  92:283  (Sept.)  1965. 


fluocinolone  acetonide — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC.,  PALO  ALTO,  CALIF. 
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what 

time 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


is  it? 


414-6—4046 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


niedical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 


Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.^  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.^ 

Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  fro 
secretions  penetrating  the  bronchi  and  bronchios. 
In  laryngospasm,  there  are  both  inspiratory  and  {- 
piratory  stridor  and  difficulty  in  inflating  the  chc : 
in  bronchospasm  there  is  an  expiratory  wheeze,  1 1 
not  as  much  difficulty  in  inflation,  although  so.s 
resistance  may  be  felt.  Stridor  is  due  to  partial  r 
complete  closure  of  the  vocal  cords  in  spasm  and  e 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  produ.s 
difficulty  in  ventilation  through  the  mouth  until  :e 
patient  is  deep  enough  to  place  an  oral  airway,  .a 
intravenous  agent  can  be  given  to  facilitate  thea 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performedoi 
ventilate  the  patient.  For  example,  teeth  can  ei 
broken  by  too  vigorous  attempts  at  intubation, it  | 
the  intubation  itself  may  be  technically  difficult  oei 
to  secretions  obstructing  the  view  of  the  glottis,  lei 
postoperative  sequelae  of  intubation  ranges  fr  ni 
mild  laryngitis  to  pneumonia  with  atelectasis,  £jd 
are  seen  far  more  commonly  in  patients  suffer;^ 
from  colds  than  in  normal  patients.  | 


Successive  stages  of  laryngospasm  ivhich  produce  the  'cv- 
acteristic  stridor  or  " croivino”  sound. 

O 


h-ogression  of 

bronchioles  into  bronchospasm. 


lomplications  during  the  maintenance  of 

jnesthesia  Bronchospasm  can  occur  in  an  un- 
ntubated  patient  due  to  secretions  entering  the  bron- 
:hial  tree  from  above,  and  acting  as  an  irritant  to 
he  bronchi  and  bronchioles.  Secretions  accumulate 
|uickly  and  the  patient  has  to  be  suctioned  continu- 
illy.  The  whole  cycle  of  coughing,  bucking,  laryngo- 
pasm  and  bronchospasm  may  ensue.  The  difficult 
lecision  here  is  whether  it  is  better  to  suction  the 
)atient  continually  or  to  use  an  endotracheal  tube 
vhich  protects  the  cords  and  bronchi  but  introduces 
he  risk  of  attendant  complications. 

lostoperative  complications  Postoperatively, 

omplications  can  be  more  serious  than  even  the  intra- 
nesthesia  complications,  and  occur  much  more  fre- 
(uently  in  a patient  who  has  been  intubated."* 

'ore  throat  and  pharyngitis  can  result  both  from  the 
^reoperative  upper  respiratory  infection  and  from 
he  drying  of  the  mucous  membranes  which  occurs 
luring  anesthesia. 

h'acheitis  and  bronchitis  often  result  from  secre- 
ions  trickling  down  the  tracheobronchial  tree. 

.aryngitis  is  frequently  seen  in  patients  with  upper 
espiratory  infections  who  have  been  intubated. 
Tere  is  a significant  increase  in  the  incidence  of 
aryngitis  compared  to  that  in  patients  without  up- 
'er  respiratory  infections. 

ub glottic  edema  is  a condition  which  occurs  mainly 

II  children  who  have  been  intubated.  This  pathol- 
gy  results  from  an  exudate  developing  in  the  areo- 
ir  tissue  just  below  the  cords.  Because  of  the  small 
ize  of  the  child’s  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatmenC’*^’^’®  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


EachTriaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  more 
thoroughly  preoperatively  and  are  more  easily  suc- 
tioned from  the  airway  during  anesthesia. 

I 

Give  intravenous  fluids  to  those  patients  who  appear  I 
dehydrated  due  to  a cold.  In  a well  hydrated  patient! 
the  respiratory  tract  secretions  are  less  viscid  andj 
more  watery.  This  is  particularly  true  in  asthmatics.^ 

Summary:  Administration  of  emergency  anesthe-j 
sia  to  a patient  with  a cold  or  upper  respiratory  in- 
fection can  lead  to  a chain  of  events  that  may  result 
in  increased  postoperative  morbidity  and  even  death. 
This  is  because  of  the  excess  secretions  formed  in 
these  conditions.  Preoperative  measures  to  prevent 
or  reduce  these  secretions  should  be  undertaken  and 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by  in- 
creasing respiratory  tract  fluid  nearly  200%- 
plus  an  oral  decongestant  to  relieve  a probable 
cause  of  cough,  postnasal  drip.  Your  patients 
receive  these  benefits  when  you  prescribe. . . 

Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg.i 

Glyceryl  guaiacolate  100  mg. 

Alcohol  5% 


Dosage:  Adults— 2 teaspoonfuls:  Children  6 to 
12  years— 1 tsp.;  Children  1 to  6 years— % tsp-i 
Administer  every  four  hours.  Side  effects:  Occa-; 
sional  drowsiness,  blurred  vision,  cardiac  palpi-! 
tations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  pa- 
tient should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  hypertension., 
heart  disease,  diabetes  or  thyrotoxicosis. 

{Advenisemeni^ 

I 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


' I 1 • i ® 

Irocmate 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 


The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm  \ 

Combats  hypermotility  I 

N on-mydriatic,  may  be  used  in  glaucoma  \ 

Sixteen  years  of  clinical  use,  with  absence  of  ^ 
untoward  effects,  has  established  the  safety  ^ 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain  1 
the  therapeutic  blood  level.  j 

DISPENSED  IN  BOTTLES  OF  { 

100,  250  AND  2000  TABLETS 

Literature  and  samples  sent  upon  request  \ 

\ 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


What  Doctors 
Should  Know  about 
First  National  Bank's 
Packaged  Plan 
of  Financing 

Automobile  dealers  want  to 
make  your  next  new  or  used  car 
purchase  as  easy  and  economi- 
cal as  possible  for  you. 

That’s  why  so  many  recom- 
mend First  National  Bank’s 
Packaged  Plan  of  Financing. 
This  is  the  plan  that  provides 
quick  loan  approval  service, 
First  National’s  low  rates,  and 
the  inclusion  of  insurance  pre- 
miums if  you  wish. 

When  you’re  ready  to  buy  your 
next  car,  ask  your  dealer  for 
First  National  Bank’s  Pack- 
aged Plan  of  Financing. 


NATIONAL 

BANK 

OF  ARIZONA 

MEMBER  F.D.l.C.  • FEDERAL  RESERVE  SYSTEM 

iJxt  kuJi  u)ke/lt  ifOu  dOfnl  Ijiut! 
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Arizona  Medicine 


ArMA  REPORTS 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Assocition,  Inc.,  held  Sunday,  July  10,  1966, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:02  a.m.,  Arthur  V.  Dud- 
ley, Jr.,  M.  D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Beckwith,  Harry  S.;  Brazie,  Walter;  Cloud, 
Daniel  T.;  Dexter,  Richard  L.;  Dierker,  Hugh  E.; 
Dudley,  Jr.,  Arthur  V.,  Vice  President  and  Chairman; 
Dysterheft,  Arnold  H.,  President-Elect;  Eddy,  Jr.,  War- 
ren D.;  Einke,  Howard  W.;  Flynn,  Richard  O.;  Hender- 
son, Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President; 
McDaniel,  W.  Shaw;  Melick,  Dennont  W.;  Moody, 
Deward  G.;  Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.; 
Schoen,  Roland  F.;  Smith,  Noel  G. 

COUNSEL: 

Mr.  Jacobson,  Edward. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretry,  ArMA; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary, 
ArMA;  Boykin,  Paul  R.,  Executive  Secretary,  BOMEX. 
GUESTS: 

Drs.  Grossman,  Raymond,  President,  Cochise  County 
Medical  Society;  Walker,  John  H.,  President,  Graham 
County  Medical  Society;  Lingenfelter,  John  G.,  Presi- 
dent, Mohave  County  Medical  Society;  Mr.  Whaley, 
Dallas  F.,  AMA  Field  Service  Representative. 
EXCUSED: 

Drs.  Brewer,  W.  Albert;  Brooks,  Jack  E.;  Derickson, 
Philip  G.;  Landeen,  Fred  H.,  Treasurer;  Steen,  William 

B. 

WELCOME 

The  Ghairman  welcomed  those  Presidents  of  com- 
ponent county  medical  societies  in  attendance  on  ar- 
rival, pointing  out  that  Dr.  Dierker,  a member  of  the 
Board  and  President  of  the  Goconino  Gounty  Medical 
Society,  and  Dr.  Beckwith,  a member  of  the  Board  and 
Vice  President  of  the  Navajo  Gounty  Medical  Society, 
were  present,  also  representing  their  respeetive  Societies. 

MINUTES 

Approved  minutes  of  the  meetings  of  the  Board  of 
Directors  held  April  26,  1966,  and  April  30,  1966. 

HOUSE  OF  DELEGATES 

Resolution  No.  6 — Revision  of  Therapeutic  Abortion 
Law 

Appointed  Drs.  Edward  G.  Bill  (Gottonwood);  William 
E.  Grisp,  Jr.  (Phoenix);  David  Pent  (Phoenix);  Herman 
S.  Rhu,  Jr.  (Tucson);  Edward  Sattenspiel  (Phoenix); 
and  Gharles  E.  Van  Epps  (Phoenix),  each  for  the  term 
1966-67,  to  serve  as  an  Ad  Hoc  Gommittee  on  Resolu- 
tion No.  6,  designating  Dr.  Sattenspiel  as  Ghairman. 
Each  has  accepted  the  assignment. 

Gounsel,  who  had  attended  the  first  preliminary  meet- 
ing of  this  group,  reported  upon  its  deliberations.  With 
the  exception  of  Dr.  Bill,  who  was  later  appointed  a 
member,  all  members  were  present  in  addition  to  repre- 
sentatives of  the  Arizona  Hospital  Association  and  its 
Gounsel.  An  appropriate  measure  will  be  prepared 
and  presented  to  the  28th  Arizona  State  Legislature, 
First  Regular  Session.  It  is  hoped  that  AHA  and,  pos- 
sibly, AMA  will  support  the  endeavor. 


Resolution  No.  8 — Blue  Shield  Organization 

The  National  Association  of  Blue  Shield  Plans  has 
accepted  the  invitation  and  will  compose  a Task  Force 
to  visit  Arizona  for  the  purpose  of  investigating  the 
advisability  of  having  a separate  Executive  Director 
to  represent  each  of  the  Arizona  Blue  Cross  and  Arizona 
Blue  Shield  plans.  It  is  its  wish  that  the  project  be 
postponed  to  late  summer  or  early  fall  because  of 
pressures  and  activity  associate  with  the  Medicare 
program.  Arizona  Blue  Shield  Medical  Service  has 
made  similar  request.  RECEIVED. 

Resolution  No.  11  — Malpractice  Insurance 

While  Resolution  No.  11  was  not  adopted,  it  pro- 
posed that  The  Arizona  Medical  Association,  Inc., 

either  establish  a unified  malpraetice  defense  fund  and 
establish  legal  advice  and  medical  expert  availability 
for  the  defense  of  any  physician  who  is  a qualified 
member  of  The  Arizona  Medical  Association,  Inc., 

and  who  might  be  involved  in  a malpractice  suit;  further, 
that  ArMA  negotiate  for  a contractual  obligation  arrange- 
ment with  one  or  more  Commercial  Insurance  Com- 
panies so  that  members  of  this  Association  might  ob- 
tain adequate  malpractice  insurance  coverage  on  a 
group-plan  similar  to  that  of  the  Health  and  Accident 
and  Life  Insurance  Plans  now  sponsored  by  it,  etc. 
Counsel  reviewed  certain  of  the  statements  contained 
in  this  resolution  for  clarification  and  factuality.  RE- 
CEIVED. 

Resolution  No.  14  — Usual,  Customary  and  Reasonable 
Fee  Concept 

In  accord  with  ArMA  House  Resolution  No.  14,  and 
a similar  Resolution  No.  6 passed  by  the  Corporate 
Body  of  Blue  Shield,  it  is  reported  that  the  “Prevailing 
Fee  Survey”  records  have  been  destroyed  in  their  en- 
tirety. RECEIVED. 

Resolution  No.  15  — Physician  Members  on  Boards  of 
Directors  of  Hospitals 

In  accord  with  ArMA  House  Resolution  No.  15,  a 
similar  Resolution  No.  14  was  introduced  in  the  AMA 
House  of  Delegates,  June  27,  1966.  In  accord  with 
previous  recommendations  of  the  Joint  Committee  of  the 
Boards  of  Trustees  of  the  AMA  and  AHA  on  Hospital- 
Physician  Realtionships,  June  of  1953,  and  pertinent 
statements  in  the  “Standards”  and  the  Bulletins  of  the 
JCAH  noted,  the  AMA  Reference  Committee  ei^rsed 
the  intent  of  Resolution  No.  14,  but  in  view  of  ob- 
stacles previously  cited,  moved  that  Resolution  No.  14 
be  adopted  with  the  following  substitute  resolves, 
which  was  carried: 

RESOLVED,  that  it  be  the  policy  of  the  AMA:  that 
hospital  governing  boards  be  urged  to 
include  physicians  in  their  memberships; 
that,  also  other  appropriate  representa- 
tives of  hospital  medical  staffs  should 
attend  and  participate  in  the  meetings  of 
hospital  governing  boards,  but  that  the 
mode  of  this  participation  be  a matter 
for  local  determination;  and 
RESOLVED,  that  state  and  local  medical  societies  be 
urged  to  seek  the  cooperation  of  their 
respective  hospital  associations  to  imple- 
ment this  policy. 
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Distribution  of  Resolution  No.  15  to:  American  Med- 
ical Association,  American  Hospital  Association,  all 
hospital  administrators  in  Arizona,  all  presidents  of 
boards  of  directors  of  Arizona  hospitals,  and  all  con- 
stituent state  medical  associations,  has  been  completed. 

In  accord  with  Resolution  No.  15,  the  Arizona  Hos- 
pital Association  acknowledged  receipt  of  said  Resolu- 
tion, requesting  the  names  of  the  individuals  to  com- 
prise the  ArMA  liaison  committee,  the  time,  date  and 
place  of  meeting  for  discussion. 

Drs.  Arthur  V.  Dudley,  Jr.  (Tucson);  Melvin  Lloyd 
Kent  (Mesa);  Howard  C.  Lawrence,  Jr.  (Phoenix);  Fred- 
erick J.  Lesemann  (Tucson);  Dermont  W.  Melick  (Phoe- 
nix); and  Robert  A.  Price  (Phoenix)  appointed  as  the 
membership  composite  of  this  liaison  committee.  Dr. 
Kent  to  serve  as  Chairman. 

Resolution  No.  19  — Profile  of  Physicians’  Fees 

The  Department  of  Health,  Education  and  Welfare 
was  encouraged  to  forego  its  desire  for  a profile  of 
physicians’  fees  based  upon  a survey,  irrespective  of 
by  whom  conducted,  and,  instead,  await  the  results 
of  the  only  accurate  method  of  establishing  such  data; 
namely,  e.xperience.  A copy  of  the  Resolution  was 
forwarded  to  the  Honorable  John  W.  Gardner  of  HEW. 
Arthur  E.  Hess,  Director,  Bureau  of  Health  Insurance 
— HEW,  by  letter  dated  June  21,  1966,  acknowledged 
receipt  of  a copy  of  the  Resolution  adopted  and  ex- 
pressed assurance  that  it  will  be  given  consideration  in 
their  deliberation  of  this  aspect  of  the  health  insurance 
program.  RECEIVED. 

Resolution  No.  13  — Arizona  Blue  Shield  — Payment 
of  Fee  to  More  than  One  Physician 

Effective  July  1 1966,  Arizona  Blue  Shield  Medical 
Service  reports  implementation  of  Resolution  No.  13, 
amending  its  regulations  so  that  legitimate  medical  con- 
sultations and  extended  medical  care,  when  these  services 
are  necessary,  will  in  some  way  be  covered  to  compen- 
sate the  medical  consultant  or  attending  physician; 
further,  that  the  surgeon  requesting  medical  consultation 
and  extended  care  designate  to  Blue  Shield  that  such 
service  was  necessary.  RECEIVED. 

BOARD  OF  DIRECTORS 

ArMPAC  Board  of  Directors 

Counsel  reports  that  “in  line  with  our  previous  think- 
ing that  the  operations  of  Arizona  Medical  Association, 
Inc.,  and  ArMPAC  should  be  kept  as  separate  and  dis- 
tinct as  possible,  the  Board  of  Directors  of  the  Arizona 
Medical  Association  should  not  officially  pass  on  the 
Constitution  and  Bylaws  of  ArMPAC.  The  Constitution 
and  Bylaws  should  be  adopted  at  a duly  convened  meet- 
ing of  the  Board  of  Directors  of  ArMPAC.  It  is  recom- 
mended that  the  requirement  contained  in  Article  IX 
of  the  Constitution  and  Bylaws  (and  provided  further 
that  such  action  has  been  approved  by  the  Board  of 
Directors  of  the  Arizona  Medical  Association)  for  the 
approval  by  the  Board  of  Directors  of  the  Arizona  Med- 
ican  Association  of  any  change  in  the  Constitution  and 
Bylaws  be  deleted.”  It  was  determined  to  so  advise  the 
ArMPAC  Board  of  Directors. 

Authorized  a $500.00  contribution  by  ArMA  to 


ArMPAC  for  the  latter’s  “Medical  political  education 
fund.” 

It  was  further  determined  that,  hereafter,  the  Chair- 
man of  the  ArMPAC  Board  of  Directors  be  invited  to 
attend  ArMA  Board  of  Directors’  meetings,  as  its  guest, 
in  order  that  the  Board  might  be  kept  abreast  and  in- 
formed of  the  activities  of  ArMPAC;  further,  that  Dr. 
John  P’.  Kahle,  current  Chairman  of  the  ArMPAC  Board 
of  Directors,  be  contacted  today  in  an  endeavor  to  have 
him  appear  before  this  Board,  prior  to  the  conclusion 
of  its  deliberations,  enabling  him  to  brief  its  members 
on  the  status  of  the  operation  to  date. 

Maricopa  County  Medical  Society 

In  the  matter  of  nation-wide  publication  of  news  stor- 
ies concerning  medical  advances  of  undetermined  merit 
by  members  of  the  profession,  it  was  determined  to 
refer  the  matter  to  the  Professional  Committee  for  its 
review  and  recommendation. 

Joint  Committee  on  Nursing  Needs  and  Resources 

Acknowledgement  by  the  Joint  Committee  on  Nursing 
Needs  and  Resources  of  receipt  of  a contribution  of 
$1,000.00  authorized  by  the  Board  of  Directors  of  this 
Association,  April  26,  1966.  RECEIVED. 

Past  President  — Appointment  Declination 

Accepted  the  declination  of  W.  Albert  Brewer,  M.D., 
(Phoenix)  to  serve  as  Past  President  for  the  term  1966-67. 

Standing  Committee  Appointments 

Reported  that  all  members  appointed  or  reappointed 
by  the  Board,  April  30,  1966,  to  membership  on  the 
Benevolent  and  Loan  Eund  Committee,  History  and 
Obituaries  Committee,  Industrial  Relations  Committee, 
Medical  Economics  Committee  and  Publishing  Com- 
mittee have  accepted  the  assignment. 

GRIEVANCE  COMMITTEE  - Accepted  the  declina- 
tion of  W.  Albert  Brewer,  M.D.,  (Phoenix)  to  serve  as 
Chairman  of  the  Grievance  Committee,  as  Past  President. 

William  B.  Steen,  M.D.,  (Tucson)  as  a Past  President, 
designated  Chairman  of  the  Grievance  Committee  for 
the  term  1966-67. 

PROEESSIONAL  COMMITTEE  - Accepted  the  de- 
clination of  W.  Albert  Brewer,  M.D.,  (Phoenix)  to  serve 
as  Chairman  of  the  Professional  Committee. 

Designated  William  G.  Payne,  M.D.,  (Tempe)  to 
serve  as  Chairman  of  the  Professional  Committee  for 
the  term  1966-67.  Dr.  Payne  has  accepted  the  assign- 
ment. 

SCIENTIEIC  ASSEMBLY  COMMITTEE  - Accepted 
the  resignation  of  Philip  G.  Derickson,  M.D.,  (Tucson) 
as  a member  of  the  Scientific  Assembly  Committee  ini- 
tially appointed  for  the  term  1964-67. 

Accepted  the  declination  of  Charles  W.  McMoran, 
M.D.,  (Sierra  Vista)  to  serve  as  a member  of  the  Sci- 
entific Assembly  Committee  appointed  for  the  term 
1966-69. 

Appointed  Daniel  Bright,  M.D.,  (Cottonwood)  and 
Paul  J.  Nichols,  M.D.,  (Phoenix)  as  members  of  the 
Scientific  Assembly  Committee,  each  for  the  term  1966- 
69.  Each  have  accepted  the  assignment,  which  com- 
pletes the  roster  of  this  Committee. 

PUBLIC  RELATIONS  COMMITTEE.  Designated 
Arthur  V.  Dudley,  Jr.,  M.D.,  as  Chairman  for  the  term 
1966-67. 
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All  other  appointments  or  reappointments  have  been 
accepted. 

Special  Committee  Appointments 

All  appointments  or  reappointments  to  membership 
on  the  Articles  of  Incorporation  and  By-Laws  Committee, 
Central  Office  Advisory  Committee,  Executive  Com- 
mittee, Medical  Advisory  Committee  to  the  Arizona 
Atomic  Energy  Commission  and  Procurement  and  As- 
signment Committee  have  been  accepted. 

TECHNICAL  ADVISORY  COMMITTEE  - Albert  J. 
Ochsner,  M.D.,  (Yuma)  declines  acceptance  of  appoint- 
ment to  the  Technical  Advisory  Committee  in  connec- 
tion with  the  Program  for  Aged. 

Matthew  L.  Wong,  M.D.  (Yuma)  appointed  member 
for  the  term  1966-67.  Dr.  Wong  accepts  the  assignment. 

SECONDARY  RHEUMATIC  FEVER  PROPHYLAXIS 
STEERING  COMMITTEE  - Robert  E.  Nenad,  M.D., 
(Phoenix)  and  Philip  E.  Dew,  M.D.,  (Tucson)  appointed 
members  to  the  Secondary  Rheumatic  Fever  Prophylaxis 
Steering  Committee  to  the  Arizona  Heart  Association 
for  the  term  1966-67.  Each  accepts  the  assignment. 

Ad  Hoc  Committee  Appointments 

All  appointments  or  reappointments  to  membership 
on  the  Ad  Hoc  Committee  on  Federal  Services  and  the 
Ad  Hoc  Committee  on  Arizona  Territorial  Medicine 
Publication  have  accepted  the  respective  assignments. 
Board  Appointments 

ArMPAC  BOARD  OF  DIRECTORS  - All  members 
appointed  or  reappointed  to  membership  on  the 
ArMPAC  Board  of  Directors  for  the  term  1966-67  have 
accepted  the  assignment  with  the  exception  of  Howard 
W.  Finke,  M.D.,  (Superior)  who  declined.  It  was  de- 
termined to  await  the  appearance  this  afternoon  and 
recommendation  of  the  Chairman  of  the  Board,  Dr. 
Kahle. 

CARDIOVASCULAR  ADVISORY  BOARD  - Robert 
E.  Nenad,  M.D.,  (Phoenix)  declines  reappointment  to 
membership  on  the  Cardiovascular  Advisory  Board  to 
the  Industrial  Commission  of  Arizona. 

Allan  I.  Cohen,  M.D.,  (Phoenix)  appointed  member  for 
the  term  1966-69  and  accepts  the  assignment. 

PSYCHIATRIC  ADVISORY  BOARD  - Industrial  Re- 
lations Committee  recommends  dismissal  of  the  Psychi- 
atric Advisory  Board  to  the  Industrial  Commission  of 
Arizona.  RECEIVED. 

AMA  Annual  Meeting 

Both  Dr.  Melick  and  Dr.  Cloud  reported  upon  the 
meeting  of  the  AMA  House  of  Delegates  held  in  Chi- 
cago, Illinois,  June  last.  A total  of  106  resolutions  was 
introduced.  Major  discussions  involved  a dues  increase 
of  $25.00  to  $70.00,  effective  January  1,  1967,  which 
was  voted  favorably  (168  for  to  46  against.  New  York  and 
New  Jersey  being  the  principal  opposition);  a large 
number  of  reports  and  resolutions  dealing  with  “Medi- 
care” and  the  expanded  Kerr-Mills  program  under 
Title  XIX  of  Public  Law  89-97,  and  possibly  this  was 
the  most  sensitive  area  of  discussion;  resolved,  that,  since 
separate  billing  by  the  physician  for  his  professional  serv- 
ices is  a preferred  ethical  practice,  it  shall  be  deemed 
unethical  for  a physician  to  displace  a hospital-based 
physician  who  is  attempting  to  practice  separate  billing 
when  said  displacement  is  primarily  designed  to  circum- 
vent separate  billing;  in  the  area  of  Medical  Ethics  re- 


lating to  the  Principles  providing;  “drugs,  remedies  or 
appliances  may  be  dispensed  or  supplied  by  the  physician 
provided  it  is  in  the  best  interest  of  the  patient,”  re- 
affirmed the  1963  House  of  Delegates  interpretation  of 
the  words;  “in  the  best  interest  of  the  patient,”  urging 
that,  when  charges  of  deviation  develop,  complaints 
should  be  made  to  the  local  society  and  vigorously  pro- 
cessed by  the  appropriate  committee  of  that  society,  and 
if  not  resolved  thereby,  the  complaint  should  then  be 
carried  to  the  state  constituent  association;  and  adopted 
a substitute  resolution  in  lieu  of  six  resolutions  intro- 
duced dealing  with  the  subject  of  “discrimination”  di- 
recting that  the  Council  on  Constitution  and  Bylaws 
prepare  such  changes  in  the  Constitution  and  Bylaws  “as 
may  be  necessary  to  permit  the  Judicial  Council  to  re- 
ceive and  act  upon  appeals  filed  by  applicants  who  al- 
lege that  they  have  been  unfairly  denied  membership 
in  a local  and/or  state  society.” 

It  was  directed  that  a copy  of  the  report  on  actions 
of  the  House  of  Delegates  be  prepared  and  forwarded 
to  each  member  of  the  Board  of  Directors  and  each 
President  of  the  County  Medical  Societies. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classifications 

COCONINO  Robert  Eugene  Westfall,  M.D.,  (Flagstaff) 
—Active,  granted  Associate  (dues  exempt), 
account  Military  Service,  effective  Janu- 
ary 1,  1966. 

MARICOPA  Kenneth  A.  Herbst,  M.D.,  ( Phoenix )— Ac- 
tive, granted  Service  (one-quarter  dues), 
account  employment  in  the  Vocational  Re- 
habilitation Department,  effective  June  24, 
1966. 

Richard  L.  Morgan,  M.D.,  (Phoenix)  — Ac- 
tive, granted  Associate  ( dues  exempt ) , ac- 
count Military  Service,  effective  June  23, 
1966. 

Floyd  L.  Templeton,  M.D.,  (Tempe)  — Ac- 
tive, granted  Associate  (dues  exempt),  ac- 
count Residency,  effective  June  23,  1966. 
Frederick  Howard  Hodell,  M.D.,  (Phoenix) 
—Active,  granted  Associate  (dues  exempt), 
account  Residency,  effective  June  23,  1966. 
PIMA  Peter  Julius  Whitney,  M.D.,  (Tucson)  — Active, 
granted  Associate  (dues  exempt),  account  Mili- 
tary Service,  effective  July  1,  1966. 

Perinatal  and  Maternal  Mortality  Subcommittee 

Authorized  an  expenditure  of  $300.00  for  the  puiqDose 
of  sending  two  members  of  the  Subcommittee  on  Peri- 
natal and  Maternal  Mortality  (of  the  Subcommittee  on 
Public  Health  of  the  Professional  Committee)  to  the 
AMA  Conference  on  Perinatal  Mortality  to  be  held  in 
San  Francisco,  California,  in  August  next.  This  expendi- 
ture should  be  financed  out  of  the  Professional  Com- 
mittee appropriation. 

FEDERAL  SERVICES  COMMITTEE 

Approved  the  recommendation  of  the  Ad  Hoc  Com- 
mittee on  Federal  Services  that  this  Board  of  Directors 
support  S.  3008  (89th  Congress)  — to  promote  and  assist 
in  the  extension  and  improvement  of  comprehensive 
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health  planning  and  public  health  service  and  provide 
for  a more  effective  use  of  federal  funds  for  such  plan- 
ning and  service.  H.R.  13197  (89th  Congress)  is  a eom- 
panion  bill. 

Medicare 

The  Federal  Services  Committee  of  this  Association, 
in  meeting  held  June  19,  1966,  recommends  to  the 
Board  of  Directors  that  a state-wide  educational  meeting 
be  held  at  the  earliest  logical  time  for  educational  and 
discussion  puqDOses  relating  to  the  Medicare  Act,  Pub- 
lic Law  89-97. 

Counsel  reported  on  the  results  of  his  visitation  to 
and  observation  of  the  Medicare  meeting  sponsored  by 
the  AMA  held  in  Chicago,  Illinois,  June  25,  1966.  It  is 
recommended:  (1)  that  there  be  designated  some  one 
person  in  the  Central  Office  to  become  very  aware  of 
all  the  printed  material  on  Medicare  and  keep  current 
thereon;  (2)  that  this  person  go  to  Chicago  and  spend 
three  days  of  nothing  but  briefing  with  various  mem- 
bers of  the  AMA  staff  to  get  the  fine  points  down  solid; 
and  (3)  thereafter,  come  back  to  Arizona  and  tlien  tour 
the  fourteen  county  societies  (Dallas  F.  Whaley  of  the 
AMA  Field  Service  has  agreed  to  tour  with  him).  A 
state-wide  meeting  might  well  be  considered  thereafter; 
certainly,  news  bulletins  could  be  published  to  keep  the 
doctors  up  to  date  with  continuing  refresher  visits.  Ob- 
viously, there  will  be  great  need  for  such  service  within 
the  next  month  or  six  weeks. 

The  Federal  Serviees  Committee  requested  this  re- 
view and  analysis  by  Counsel;  and,  because  of  the  pres- 
sures of  time  and  urgency  of  the  matter,  in  the  absence 
of  the  Chairman,  Dr.  Steen,  who  was  out  of  town,  the 
recommendations  were  presented  to  the  two  most  vocal 
members  of  the  Committee,  Dr.  Hayes  Caldwell  and 
Dr.  Wallace  Reed,  who  appeared  delighted  with  the  sug- 
gestions; also,  the  proposal  has  been  discussed  with  the 
President,  Dr.  Jarrett,  the  Secretary,  Dr.  Henderson,  and, 
of  course,  with  the  E.xecutive  Secretary.  Each  is  in  agree- 
ment that  this  proposal  is  the  most  logical  one  and  will 
meet  the  immediate  need.  It  is  recommended  that  Mr. 
Bruce  Robinson,  Assistant  Executive  Secretary,  be  des- 
ignated the  person  rather  than  attempt  to  go  outside 
and  hire  a new  employee  not  versed  in  the  Medieare 
Program.  Initially,  suggestion  was  made  that  a lawyer  be 
hired.  It  is  not  considered  essential  at  this  time. 

It  was  determined  that  Mr.  Robinson  be  given  this 
assignment  and  that  he  be  authorized  to  go  to  tlie  AMA 
Headquarters  in  Chicago  (for  necessary  training). 

INDUSTRIAL  RELATIONS  COMMITTEE 

It  has  been  previously  determined  that  Morris  E. 
Stern,  M.D.,  (Phoenix)  will  serve  as  Chairman  of  the 
Industrial  Relations  Committee  for  the  year  1966-67,  in 
accordance  with  the  wishes  of  the  Committee. 

With  regard  to  endorsement  of  certain  recommenda- 
tions appearing  in  the  1965-66  Annual  Report  of  the 
Industrial  Relations  Committee,  it  was  pointed  out  that 
the  House  of  Delegates  of  this  Association,  in  meeting 
held  April  27,  1966,  accepted  the  report,  which,  in  effect, 
endorsed  the  recommendations  of  the  Industrial  Relations 
Committee.  The  Committee  may  so  inform  the  Industrial 
Commission  of  Arizona.  For  the  record,  they  are  listed 
below: 

1.  With  regard  to  the  Psychiatric  Advisory  Board  to 


the  Industrial  Commission  of  Arizona,  certain  re- 
commendations were  previously  made  and  approved 
by  the  Board  of  Directors  of  this  Association  as  to 
the  utilization  of  such  services  when  needed,  work- 
ing through  the  psychiatrist  member  of  the  Indus- 
trial Relations  Committee;  therefore,  there  appears 
no  further  need  for  this  special  Psychiatric  Ad- 
visory Board,  and  it  has  been  determined  to  abol- 
ish it. 

2.  Recommendation  that  the  Industrial  Commission 
of  Arizona  should  be  encouraged  to  consider  the 
establishment  of  a definite  public  relations  depart- 
ment to  help  alleviate  many  of  the  frictions  and 
misunderstandings  that  often  devolep  between  any 
large  organization  and  the  individual  practicing 
physician,  endorsed  by  the  House  of  Delegates  of 
ArMA. 

3.  Urging  renegotiation  of  the  Industrial  Commission 
Fee  Schedule  commencing  in  June  of  1966,  one 
year  prior  to  its  expiration  in  June  of  1967.  The 
Medical  Economics  Committee  currently  has  this 
matter  in  hand. 

4.  Recognizing  that  the  Medical  Advisor  to  the  Indus- 
trial Commission  is  only  an  advisor,  and  has  no  ad- 
ministrative responsibility  as  such,  it  is  recom- 
mended that  the  medical  personnel  of  the  Indus- 
trial Commission  have  more  administrative  au- 
thority in  dealing  with  purely  medical  matters. 
Endorsed  by  the  House  of  Delegates  in  ArMA. 

DR.  JARRETT:  I have  asked  Counsel  to  review  the 
law  that  sets  up  the  Industrial  Com- 
mission as  the  purveyors  of  our  serv- 
ices, and  also,  they  are  apparently  em- 
powered to  deal  with  employers  for 
our  services  at  a fee  that  they  them- 
selves establish.  Question  is  raised  as 
to  the  advisability  of  establishing  a fee 
schedule  for  a term  of  three  years 
under  any  circumstances.  Certainly, 
the  “usual,  customary  and  reasonable” 
fee  concept  should  be  employed. 

It  was  regularly  moved  and  unanimously  carried  that 
in  any  discussion  with  the  Industrial  Commission  of 
Arizona  relating  to  fees  the  “usual,  customary  and  rea- 
sonable” fee  concept  be  adhered  to. 

LEGISLATIVE  COMMITTEE 

Counsel  reported  that  he  had  not  yet  completed  his 
review  and  study  of  legislative  activities  and  operation; 
therefore,  he  requested  that  he  be  given  additional 
time,  agreeing  to  report  at  the  next  Board  meeting. 
GRANTED. 

PROFESSIONAL  COMMITTEE 

Designation  of  Subcommittee  Chairmen 

With  regard  to  Chapter  VII,  Section  4 (g),  of  the 
By-Laws  of  this  Association,  Counsel  advises  that  the 
President  (witli  the  advice  and  consent  of  the  Board  of 
Directors)  appoints  both  the  members  of  the  Profes- 
sional Committee  and  the  Chairman  of  the  Professional 
Committee;  thereafter,  the  President  (this  time  with  the 
advice  of  the  Chairman  of  the  Professional  Committee) 
appoints  various  members  of  the  Professional  Commit- 
tee to  the  posts  as  Chairman  of  various  Subcommittees. 
Environmental  Health  Management 

The  AMA  extends  an  invitation  to  this  Association  to 
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send  an  official  representative  to  the  National  Congress 
on  Environmental  Health  Management  planned  for  April 
24-26,  1967,  at  the  Americana  Hotel,  New  York  City. 
This  is  the  first  national  congress  in  this  field  to  deal 
comprehensively  with  the  management  of  tlie  environ- 
ment from  the  point  of  view  of  Medicine.  It  was  deter- 
mined to  refer  this  matter  to  the  Professional  Commit- 
tee for  consideration,  which  already  has  been  done. 
Rehabilitation  Conference 

Carl  R.  Bjorklund,  M.D.,  (Phoenix)  designated  repre- 
sentative of  this  Association  to  the  AMA  Rehabilitation 
Conference  to  be  held  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  September  8-9,  1966  (at  AMA  expense). 
APPROVED. 

AAGP-APS  Mental  Health  Steering  Committee 

Referred  to  the  Professional  Committee  of  this  Asso- 
ciation for  consideration  and  recommendation  that  ArMA 
establish  an  ad  hoc  committee  to  work  with  the  Arizona 
Academy  of  General  Practice,  the  Arizona  Psychiatric 
Society  and  such  other  medical  organizations  as  it  con- 
siders suitable  to  form  a steering  committee  to  co- 
ordinate continuing  psychiatric  education  programs  for 
practicing  physicians  in  Arizona,  the  outcome  of  the 
Sixth  Regional  Workshop  on  Mental  Health  sponsored 
by  the  American  Academy  of  General  Practice  in  co- 
operation with  the  American  Psychiatric  Association  held 
in  Las  Vegas,  Nevada,  February,  1966. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Progress  report  of  the  Scientific  Assembly  Committee 
in  the  matter  of  programming  of  the  76th  Annual  Meet- 
ing of  this  Association,  to  be  held  at  the  Safari  Hotel, 
Scottsdale,  Arizona,  April  25  through  29,  1967. 

Appointed  Reginald  J.  M.  Zeluff,  M.D.,  (Phoenix) 
Assistant  Chairman;  appointed  Charles  E.  Henderson, 
M.D.,  (Phoenix)  Secretary;  recommended  that  the  77th 
Annual  Meeting  of  the  Association  be  held  April  23 
through  27,  1968,  at  the  Safari  Hotel,  Scottsdale,  Ari- 
zona; recommended  that  the  Speaker  of  the  House  be 
instructed,  prior  to  his  appointment  of  the  ArMA  Refer- 
ence Committee  on  Resolutions,  to  contact  the  President 
of  the  Blue  Shield  Corporate  Body  in  an  endeavor  to 
possibly  appoint  the  same  chairman  to  serve  both  Refer- 
ence Committees  on  Resolutions,,  or  at  least  include  the 
chairman  of  each  on  the  opposite  comparable  Com- 
mittee, in  order  to  establish  improved  liaison  between 
the  two  bodies  in  the  consideration  of  resolutions  of 
mutual  interest;  scheduling  the  Board  of  Directors’  din- 
ner for  6:00  p.m.  with  meeting  to  follow  at  8:00  p.m., 
Tues,  April  25,  1967;  First  Session  of  the  House  of 
Delegates  to  be  held  at  9:00  a.m.,  Wednesday,  April  26, 
1967,  the  General  Session  to  follow  at  10:00  a.m.;  Sec- 
ond Session  of  the  House  to  be  held  Saturday,  April  29, 
1967,  at  8:00  a.m.,  ArMA  Reference  Committee  Meet- 
ings: Articles  of  Incorporation  and  By-Laws  to  be  an- 
nounced, Resolutions  to  be  held  Wednesday,  April  26, 
1967,  at  1:00  p.m.,  the  Blue  Shield  Reference  Com- 
mittee on  Resolutions  to  immediately  follow  in  the 
same  room;  First  Session  of  the  Blue  Shield  Corporation 
meeting  to  be  held  Wednesday,  April  26,  1967,  at  11:00 
a.m.;  the  Second  Session  of  the  Blue  Shield  Corpora- 
tion to  be  held  Saturday,  April  29,  1967,  at  10:30  a.m.; 
Wednesday  evening,  April  26,  1967,  Reception  sched- 


uled for  7:00  p.m..  Chuck  Wagon  Dinner  to  follow  at 
8:00  p.m.;  Thursday  evening,  April  27,  1967,  the  occa- 
sion of  the  President’s  Banquet  — Reception  at  7:00 
p.m..  Dinner  at  8:00  p.m.;  recommended  that  the  Regis- 
tration Fee  for  the  incoming  President,  including  social 
events,  be  borne  by  the  Association,  and  that  the  in- 
coming President  be  given  the  privilege  of  inviting  up 
to  six  outside  guests  to  his  Banquet,  if  he  so  desires, 
at  no  cost  — APPROVED;  Friday  evening,  April  28, 
1967,  reserved  for  ArMPAC  (Specialty  Groups  and/or 
Alumni  Groups  to  be  granted  equal  privilege  should 
any  choose  to  schedule  events  on  this  evening);  Annual 
Golf  Tournament  to  be  under  the  Chairmanship  of 
Thomas  C.  Wilmoth,  Jr.,  M.D.,  (Phoenix);  determined 
to  discontinue  the  Annual  Bowling  Tournament;  de- 
ferred recommendation  as  to  the  1967  Registration  Fee; 
detennined  to  provide  space  for  seven  Scientific  Ex- 
hibits in  the  Exhibit  Hall,  including  in  this  area  three 
spaces  for  the  Woman’s  Auxiliary  Hobby  Display;  de- 
termined to  continue  the  Mead  Johnson  Aesculapius 
Award  Program  to  be  judged  by  the  Scientific  Assembly 
Committee;  Technical  Exhibits  to  be  provided  within 
the  Scientific  Exhibit  area  only  in  the  event  not  all  of 
the  seven  spaces  allotted  are  utilized;  again  established 
the  fee  of  $200.00  for  each  Commercial  Exhibit  Booth; 
determined  to  continue  the  A.  H.  Robins  Company 
Community  Service  Award  program;  apply  for  Cate- 
gory I Credit  — AAGP;  determined  that  the  fee  of 
$150.00  as  a Guest  Orator  Assessment  shall  be  charged 
for  use  of  Guest  Orators  at  specialty  luncheons;  deter- 
mined to  continue  in  1967  the  approach  of  selecting 
Guest  Orators  from  a medical  school  (Colorado  being 
considered),  the  President-Elect  and  the  Chairman  to 
develop  the  Scientific  Section  program;  and  determined 
to  consider  the  possibility  of  providing  for  Specialty 
Sections  on  Thursday  afternoon,  April  27,  1967,  between 
3:00  p.m.  and  5:00  p.m.,  open  and  made  available  to 
Specialty  Societies,  each  developing  and  presenting  their 
own  respective  programs,  possibly  three  or  four  being 
conducted  at  one  and  the  same  time. 

It  was  expressed  that  sooner  or  later  consideration  must 
be  given  to  the  conduct  of  two  separate  meetings  each 
year,  one  for  business  and  the  other  for  scientific  pro- 
grams. It  was  indicated  that  this  suggestion  was  made 
before  the  House  of  Delegates  a year  or  two  ago.  It 
will  be  given  consideration. 


ARIZONA  TERRITORIAL 
MEDICINE  PUBLICATION 

W.  Albert  Brewer,  M.D.,  Chairman  of  the  Ad  Hoc 
Committee  for  Arizona  Territorial  Medicine  Publication, 
indicated  that  Miss  Frances  Quebbeman,  Author  of  the 
publication,  living  in  Tucson,  Arizona,  indicated  that 
she  intended  to  piusue  many  avenues  of  investigation 
opened  up  in  her  research  in  preparation  of  the  publi- 
cation, and  it  is  her  intent  to  develop  some  of  these 
rather  extensively.  She  had  offered  to  do  tliis  under 
the  aegis  of  the  Arizona  Medical  Association  as  its  his- 
torian without  cost.  The  Chair  stated  that  this  is  a 
matter  of  information  for  the  Board,  and,  until  Dr. 
Brewer  has  further  investigated  this,  he  didn’t  feel 
that  the  Board  could  take  any  action  at  tliis  time. 
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COMMUNICATIONS 

Appreciation  Award 

Lindsay  E.  Beaton,  M.D.,  Chairman,  Council  on  Men- 
tal Health  of  the  American  Medical  Association,  by  let- 
ter, expresses  his  thanks  for  the  great  honor  paid  him 
in  presentation  of  the  handsome  plaque  at  the  Presi- 
dent’s Banquet  during  the  recent  meeting.  He  stated  that 
he  was  most  moved  by  the  gesture,  and  that  he  was 
happy  only  that  he  did  not  have  to  give  a speech  of 
response,  since  we  then  would  have  seen  the  eighth 
wonder  of  the  modern  world,  a psychiatrist  who  was 
speechless.  RECEIVED  AND  AUTHORIZED  PUB- 
LISHED IN  ARIZONA  MEDICINE. 

AMA-ERF  Contribution 

Merlin  K.  DuVal,  Jr.,  M.D.,  Dean  of  the  College  of 
Medicine  of  the  University  of  Arizona,  again  expresses 
his  thanks  and  grateful  appreciation  to  the  membership 
of  the  Association  for  the  contribution  in  the  amount  of 
$4,699.09  to  the  University  of  Arizona  School  of  Medi- 
cine, from  the  American  Medical  Association  Education 
and  Research  Foundation.  RECEIVED  AND  AUTHOR- 
IZED PUBLISHED  IN  ARIZONA  MEDICINE. 
Commissioner  of  Public  Health 

William  J.  Moore,  M.D.,  former  Commissioner  of  the 
Arizona  State  Department  of  Health,  expresses  grate- 
ful appreciation  for  the  warm  personal  and  professional 
relationship  developed  during  his  tenure  in  public  office 
and  extolled  his  successor.  RECEIVED  AND  AUTHOR- 
IZED PUBLISHED  IN  ARIZONA  MEDICINE. 

OTHER  BUSINESS 

Doctor  Draft  Call 

The  Chair  presented  and  read  a letter  from  Louis 
Hirsch,  M.D.,  of  Tucson,  in  the  case  of  Arthur  D. 
Silver,  M.D.,  pathologist,  urging  that  his  doctor-draft- 
call  status  be  reconsidered.  In  the  light  of  the  Medicare 
Law,  Dr.  Hirsch’s  associates  have  agreed  to  provide  pro- 
fessional laboratory  coverage  for  eight  hospitals  located 
in  the  smaller  communities  of  Southern  Arizona.  With- 
out such  services,  these  institutions  would  be  ineligible 
to  participate  in  the  Medicare  Program.  On  proper  ap- 
plication, this  case  will  be  re-evaluated  by  the  Arizona 
Advisory  Committee  to  the  Selective  Service  System. 
ArMPAC 

Dr.  John  F.  Kahle,  Chairman  of  the  ArMPAC  Board 
of  Directors,  was  called  upon  to  present  a report  on  the 
activities  of  his  Board  and  its  program.  He  reviewed  the 
history  of  the  ArMPAC  movement  since  its  inception  in 
1961.  He  ably  presented  in  detail  its  Educational  Pro- 
gram, past,  present  and  future.  He  appealed  for  mem- 
bership support  and  assured  the  Board  of  Directors  that 
everything  possible  is  being  done  and  will  be  done  to 
realize  a fruitful  year. 

MEETING  ADJOURNED  AT  3:40  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  July  17, 
1966,  in  the  Central  Office  of  this  Association,  Suite  201, 
Safari  Building,  4601  North  Scottsdale  Road,  Scotts- 
dale, Arizona,  convened  at  10:10  a.m.,  Ian  M.  Chesser, 
M.D.,  Chairman,  presiding. 


ROLL  CALL 

PRESENT:  Drs.  Brown,  Harvey  G.,  Chesser,  Ian  M., 
Chairman;  Dysterheft,  Arnold  H.,  President-Elect;  Har- 
denbrook,  Richard  G.,  Henderson,  Charles  E.,  Sec- 
retary; Hoffmann,  George  L.,  Jarrett,  Paul  B.,  President; 
Spencer,  Steven  S. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Drs.  Ricker,  John  H.,  Robbins,  Clarence 
L.,  Yeoman,  Elmer  E. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  January  23,  1966,  approved. 

DEPENDENTS'  MEDICAL  CARE 
CONTRACT  (DA-05-1 14-66-MD-87) 

Fee  Schedule  - “Cost-of-Living  Index” 

No  further  report  at  this  time. 

ODMC  Program  Expansion 

Associate  with  the  initial  and  continuing  ODMC  con- 
tract (DA-05-1 14-66-MD-87),  currently  extending  for  the 
term  March  1,  1966,  to  February  28,  1967,  Colonel  Wil- 
liam H.  Hayes,  ODMC  Contracting  Officer,  by  letter 
dated  June  14,  1966,  advises  regarding  e.xpansion  of  the 
present  Dependents’  Medical  Care  Program  now  being 
considered  by  the  Congress,  eliciting  the  comments  of 
this  Association  concerning  its  desire  to  continue  the  con- 
tractual relationship  in  the  administration  of  the  ex- 
panded jprograni.  In  general  terms,  it  will  include:  (a) 
outpatient  care  for  dependents  of  active  service  members, 
(b)  inpatient  and  outpatient  care  to  retired  personnel 
and  their  dependents,  and  (c)  care  of  mentally  retarded 
and  physically  handicapped  children  of  active-duty 
service  members.  The  effective  date  of  the  expansion  is 
now  July  1,  1966,  subject  to  change. 

It  is  the  intent  that  the  expanded  program  will  be 
superimposed  on  the  existing  contractual  structure  with 
only  minimal  changes.  Specifically,  it  is  anticipated  that 
the  fiscal  agents,  who  now  pay  physicians’  claims,  will 
also  pay  claims  from  all  sources,  except  hospitals  and 
instituHons.  Further,  these  agents  will  pay  claims  for 
reimbursement  submitted  by  service  members  or  their 
dependents  for  care  provided  in  the  area  served  by  the 
particular  agent.  Indications  are  tliat  their  present  work- 
load will  increase  for  the  first  few  months  until  it  will 
approximately  double  that  which  is  being  experienced 
now  under  the  present  program.  In  order  that  necessary 
plans  for  implementation  of  the  expanded  program  may 
be  made,  it  is  desirable  to  know  whether  or  not  tliis 
Association  is  willing  to  assume  the  additional  responsi- 
bilities incident  to  the  e.xpansion.  A response  by  June  27, 
1966,  was  requested.  ODMC  was  advised  that  the  Medi- 
cal Economics  Committee  will  be  agreeable  to  consider 
the  proposed  expansion  of  the  Dependents  Medical  Care 
Program  at  the  appropriate  time;  further,  that  it  is  the 
belief  it  is  the  concensus  that,  with  regard  to  fee  nego- 
tiations, the  “usual  and  customary”  concept  will  be 
requisite. 

The  Arizona  Blue  Shield  Medical  Service,  current  Fis- 
cal Administrator,  by  letter  dated  June  15,  1966,  ad- 
vised ODMC  that  it  will  be  pleased  to  participate  in  tire 
expanded  program,  as  Fiscal  Administrator.  It  is  further 
indicated  that  a “workshop”  in  Denver,  Colorado,  will 
be  scheduled  in  the  near  future,  at  which  time  one  or 
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more  representatives  of  ABSMS  will  he  invited  to  attend. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
of  the  Association  that  (at  the  appropriate  time)  the 
ODMC  contract  only  he  renegotiated  on  a “usual,  cus- 
tomary and  reasonahle”  fee  basis. 

Considerable  discussion  ensued,  especially  with  re- 
gard to  the  usual,  customary  and  reasonable  fee  concept 
application.  It  was  the  consensus  that,  possibly.  Dr. 
Chesser  should  represent  the  Association  at  the  forth- 
coming Denver  meeting,  if  invited,  and  that  any  ne- 
gotiation or  renegotiation  involving  a fee  schedule 
should  follow  the  concept  of  usual,  customary  and  rea- 
sonable fee. 

MEDICAL  REPORTING  — 
GOVERNMENTAL  AGENCIES 

Compensation 

Dr.  Hoffmann  reported  on  the  results  of  his  study 
relating  to  the  subject  of  compensation  for  medical  re- 
porting requested  by  the  various  governmental  agencies. 

It  was  concluded  that  e.xtensive  reports  requested 
by  governmental  agencies  for  purposes  of  investigation 
certainly  should  be  compensated  for.  A form  requiring 
certification  as  to  total  disability  under  Social  Security 
covering  those  individuals  under  age  si.xty-five  was  cir- 
culated among  the  members  for  review.  In  the  instance 
of  a physician  seeking  medical  information  from  a VA 
Hospital  regarding  a veteran,  certain  charges  are  made 
for  copies  of  the  records.  It  is  recognized  the  physician 
is  ethically  required  to  provide  another  physician  with 
the  record  of  a patient,  on  proper  release,  in  instances 
where  such  patient  has  removed  his  or  her  self  from  the 
fomier  area  of  treatment;  likewise,  in  instances  where  a 
government  agency  is  seeking  medical  information  to 
establish  compensation  payments.  Dr.  Hoffmann  was 
thanked  for  his  comprehensive  report. 

GENERAL  ELECTRIC  (PHOENIX) 

Medical  Insurance  Claims 

Reviewed  was  a copy  of  instructions  relating  to  med- 
ical insurance  claims  appearing  in  the  publication  “G.  E. 
Computer  - Headliner”  of  March  15,  1966,  originating 
out  of  the  General  Electric  Plant  in  Phoenix  with  par- 
ticular reference  to  the  statement;  “Every  bill  for  med- 
ical services  has  to  include  all  of  the  following 2. 
diagnosis  or  description  of  the  treatment**®*.”  This  was 
fordwarded  by  Arthur  V.  Dudley,  Jr.,  M.D.,  of  Tucson, 
with  the  comment:  “If  the  insurance  company  is  going 
to  be  this  strict  about  paying  claims,  the  only  alternative 
is  that  medical  expenses  will  increase.  It  is  perfectly 
ridiculous  to  have  to  go  through  a long  routine  for  a 
patient  who  comes  in  with  a cold  or  sore  throat.  I feel 
the  Medical  Economics  Committee  very  well  might  ap- 
proach General  Electric  and  their  insurer  to  clearify 
this.” 

It  is  observed  that  the  requirement  calls  for  diag- 
nosis or  description  of  the  treatment.  It  is  the  feeling 
of  the  Committee  that  the  simple  statement  of  the  diag- 
nosis or  description  of  treatment  is  not  too  much  to 
ask  by  an  Insurance  Company.  The  Chairman  advised 
that  he  will  communicate  with  Dr.  Dudley  directly. 


PREVAILING  FEE  SURVEY 

ArMA  House  Resolution  No.  14,  adopted,  as  amended, 
April  30,  1966,  related  to  the  “usual,  customary  and  rea- 
sonable” fee  concept.  It  was  resolved  that  the  “prevail- 
ing fee  schedule”  concept  be  abandoned  forthwith  by 
Arizona  Blue  Shield  in  favor  of  the  usual,  customary  and 
reasonable  fee  concept;  further,  that  since  the  Board  of 
Directors  of  the  Arizona  Medical  Association  has  gone 
on  record  recommending  that  the  feasibility  study  be 
now  considered  ended,  and,  in  addition,  that  such  rec- 
ords be  incarcerated;  and  further,  as  this  survey  did 
not  result  in  reliable,  statistical  information,  that  these 
records  be  destroyed  forthwith. 

A similar  resolution,  numbered  6,  was  adopted  by 
the  Corporate  Body  of  Arizona  Blue  Shield,  April  80, 
1966,  wherein  it  was  resolved  that  the  “prevailing  fee 
schedule”  concept  be  abandoned  forthwith  by  Arizona 
Blue  Shield  in  favor  of  a usual,  customary  and  reason- 
able fee  concept;  further,  that  since  the  Board  of  Direc- 
tors of  Arizona  Medical  Association  has  gone  on  rec- 
ord recommending  that  the  feasibility  study  be  now 
considered  ended  and,  in  addition,  that  such  records  be 
incarcerated,  and  as  this  survey  did  not  result  in  re- 
liable, statistical  information,  that  these  records  be  de- 
stroyed forthwith.  Information  has  been  received  from 
Arizona  Blue  Shield  to  the  effect  that  all  records  have 
been  destroyed  in  their  entirety  by  use  of  its  paper  shred- 
ding machine  in  accordance  with  the  directive  contained 
in  Resolution  No.  6.  RECEIVED. 

INDUSTRIAL  COMMISSION  OF 
ARIZONA 

Relative  Value  Fee  Schedule  vs.  Usual,  Customary  and 
Reasonable  Fee  Concept 

The  Industrial  Commission  of  Arizona  resolved  to 
adopt,  and  place  in  effect  June  1,  1964,  the  Third  Revi- 
sion of  the  Medical  and  Surgical  Fee  Schedule,  using 
the  relative  value  conversion  factor  of  4.50,  accepted 
by  this  Association  upon  the  condition  that  the  Com- 
mission will  not  anticipate  any  additional  requests  for 
alterations  or  additions  thereto  for  a period  of  at  least 
three  years.  The  Board  of  Directors  of  the  Association 
in  1964  requested  that  the  Relative  Value  Fee  Schedule 
renegotiations  be  commenced  at  least  one  year  in  ad- 
vance of  the  termination  of  the  three-year  period  referred 
to  in  order  that  any  modifications  may  become  effective 
immediately  following  termination  of  the  three-year 
period  stipulated. 

Attention  was  directed  to  action  of  the  House  of 
Delegates,  May  1,  1965,  wherein  the  By-Laws  of  the 
Association,  Chapter  VII  - Standing  and  Special  Com- 
mittees, Section  4 — Composition  and  Duties  of  Stand- 
ing Committees,  Subsections  (d)  and  (f)  were  amended, 
reading  as  follows; 

“(d)  Industrial  Relations;  This  committee  shall  consist 
of  at  least  five  members,  appointed  on  a geo- 
graphic basis  and  with  due  consideration  for  the 
specialties  and  general  practice.  The  committee 
shall  represent  the  membership  of  the  Associa- 
tion in  all  questions  and  decisions  relating  to 
medical  relations  under  workman’s  compensation.” 

“(f)  Medical  Economics:  This  committee  shall  consist 
of  at  least  six  members  appointed  on  a geo- 
graphic basis  and  with  due  consideration  of  the 
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specialties  and  general  practice.  This  committee 
shall  deal  with  all  matters  affecting  the  economic- 
status  of  doctors  of  medicine.  Subcommittees  will 
be  set  up  within  the  committee  and  these  may 
be  enlarged  as  necessary.” 

The  House  intent  in  the  adoption  of  these  amendments 
was  to  limit  the  activity  of  the  Industrial  Relations  Com- 
mittee to  representation  of  the  membership  of  the  As- 
sociation in  all  que,stions  and  deciisons  relating  to  medi- 
cal relations  under  workman’s  compensation;  and  trans- 
ferring to  the  Medical  Economics  Committee  the  re- 
sponsibility of  dealing  with  all  matters  affecting  the  eco- 
nomic status  of  doctors  of  medicine  (including  negotia- 
tion or  renegotiation  of  fee  schedules  such  as  that  em- 
ployed by  the  Industrial  Commission  of  Arizona  relat- 
ing to  the  treatment  of  industrial  injuries  and  occupa- 
tional diseases). 

Discussion  ensued  regarding  recent  controversy  re- 
lating to  the  abdominal  surgeon’s  fee  for  team  surgery 
in  anterior  spinal  fusion.  It  is  contended  that  the  fee  al- 
lowed for  this  procedure  is  wholely  inadequate.  An  ap- 
peal was  made  to  the  Industrial  Commission  of  Ari- 
zona, which  was  referred  to  the  Industrial  Relations 
Committee.  It  is  contended  that  such  matters  do  not  now 
fall  within  the  province  of  the  Industrial  Relations  Com- 
mittee and  should  be  directed  to  the  Medical  Economics 
Committee. 

it  was  regularly  moved  and  unanimously  carried  that 
the  Industrial  Relations  Committee  of  this  Association, 
in  writing,  be  informed  of  the  196.5  By-Laws  amend- 
ments, reciting  the  continuing  and  current  provisions 
relating  to  scope  of  operation  of  both  the  Industrial 
Relations  Committee  and  the  Medical  Economic  Com- 
mittee, calling  to  the  attention  of  the  former  Committee 
that  the  prerogative  of  negotiating  or  renegotiating  fee 
schedules,  and  review  of  appeals  filed  by  physicians 
relating  to  such  fee  schedule  established,  now  rests  with 
the  Medical  Economics  Committee  of  this  Association, 
and  that  they  should  be  governed  accordingly;  further, 
that  a copy  of  this  letter  be  forwarded  to  the  Industrial 
Commission  of  Arizona. 

Considerable  discussion  ensued  regarding  renegotia- 
tion of  the  Industrial  Commission  Eee  Schedule.  It  was 
determined  that  renegotiation  should  be  conducted  by 
the  Medical  Economics  Committee  as  a committee  of 
the  whole.  Question  was  raised  as  to  the  advisability  of 
committing  the  Association  to  acceiat  any  fee  schedule 
agreeably  negotiated  to  remain  in  effect  for  a period 
of  three  years. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Industrial  Commission  of  Arizona  be  advised,  in 
writing,  that  the  Board  of  Directors  of  this  Association 
has  directed  its  Medical  Economics  Committee  to  com- 
mence, at  this  time,  renegotiation  of  the  Fee  Schedule 
relating  to  the  treatment  of  industrial  injuries  and  occu- 
pational diseases,  on  the  basis  of  the  “usual,  customary 
and  reasonable”  fee  concept;  and,  further,  that  it  is 
cognizant  of  the  fact  that  the  law  requires  the  Industrial 
Ccmm-sston  cf  Arizona  to  establish  a fee  schedule,  there- 
fore, it  is  concluded  that  the  closest  it  can  come  to  the 
usual,  customary  and  reasonable  fee  concept  would  be 
the  California  Relative  Value  Schedule  with  a factor 
of  6. 

It  was  further  suggested  that  the  Association  pursue 


a course  of  investigation  to  determine  the  advisability 
of  working  toward  a change  in  the  Workman’s  Compen- 
sation Act. 

Radiological  Fees 

John  W.  Kennedy,  M.D.,  (Phoeni.x)  requests  the  Asso- 
ciation, through  the  appropriate  committee,  to  begin 
negotiations  with  the  Claim  Department  of  the  Industrial 
Commission,  to  separate  radiological  professional  fees 
from  hospital  services,  for  which  they  now  contract  with 
the  Arizona  Hospital  Association.  It  is  understood  the 
Industrial  Commission  is  quite  amenable  thereto.  This 
will  be  a subject  and  part  of  the  renegotiation  of  the 
Industrial  Fee  Schedule. 

COMMUNICATIONS 

Crippled  Children’s  Hospital  — Anesthesiology 

It  was  reported  that  the  Board  of  Directors  of  this 
Association,  in  meeting  held  July  10,  1966,  becoming 
aware  of  controversy  developing  in  the  establishment  of 
reasonable  fees  in  the  medical  field  of  anesthesiology 
associate  with  the  Crippled  Children’s  program,  directed 
that  a letter  be  forwarded  to  both  the  Arizona  State 
Society  of  Anesthesiologists  and  the  Arizona  State  Board 
of  Crippled  Children’s  Services,  offering  its  services 
through  its  Medical  Economics  Committee  to  act  as  an 
arbiter  in  the  interest  of  arriving  at  a mutually  agree- 
able solution  of  the  problem,  should  it  be  desirable  by 
the  contracting  parties.  Lengthy  discussion  ensued  in 
reveiw  of  the  problem  in  detail.  It  appears  there  is 
reason  to  believe  the  problem  will  be  resolved  without 
the  assistance  of  the  services  of  the  Association. 

Group  Retirement  Plan 

Bache  and  Company,  Inc.,  of  San  Francisco,  Cali- 
fornia, by  letter  dated  July  II,  1966,  advised  that  sev- 
eral state  professional  associations  here  in  the  West 
have  already  gone  ahead  and  set  up  group  retirement 
plans  to  use  the  “Keogh  Bill”  in  its  present  form,  instead 
of  waiting  for  its  potential  liberalization.  Its  services 
were  offered  should  this  Association  feel  it  might  bene- 
fit from  further  e.xploration  of  the  proposal.  RECEIVED. 
MEETING  ADJOURNED  AT  1:35  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


24-HOUR  AMBULANCE  SERVICE 


AL  2-341  1 


MOTOR  ANO  AIR 
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Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 
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why  wonder  about  a drug 

when  you  know 

BECLOMYCIN 

DEMETHYLCHLOKTETRACVCLINE 

is  effective  hLd 


Effective  in  a wide  range  of  everyday  infections  — respira- 
;ory,  urinary  tract  and  others— in  the  young  and  aged  — 
:he  acutely  or  chronically  ill  — when  the  offending  organ- 
sms  are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
:hlortetracycline. 

Earning— \n  renal  impairment,  usual  doses  may  lead  to 
Bxcessive  systemic  accumulation  and  liver  toxicity.  Under 
5uch  conditions,  lower  than  usual  doses  are  indicated 
pnd,  if  therapy  is  prolonged,  serum  level  determinations 
fnay  be  advisable.  A photodynamic  reaction  to  natural  or 
Artificial  sunlight  has  been  observed.  Small  amounts  of 
trug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
oallergic  reactions  have  been  reported.  Patients  should 
woid  direct  exposure  to  sunlight  and  discontinue  drug  at 
;he  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
ible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hotjrs  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin 
istration  of  high  calcium  content  drugs,  toods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  ' 
and  75  mg  of  demethylchlortetracycline  HCI 


-EDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


good  reason 
to  select 

llosone’ 

Erythromycin  Estolate 

for  bacterial 
infections 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds—5  mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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ORIGINAL  ARTICLES 


Observations  On  Tribe  Mimeae 
(Penicillin-Resistant)  Organisms 


Maurice  RosenthaL  M.D." 
Cioyd  Hendrickson,  B.S/ 


This  interesting  article  calls  our  attention  to  a group  of  organisms  which, 
regardless  of  the  taxonomic  confusion  concerning  their  classification,  do 
function  sporadically  as  human  pathogens,  and  may  be  confused  with  more 
common  pathogenic  species,  especially  Neisseria. 


Organisms  of  the  tribe  Mimeae,  ordinarily  sa- 
prophytic in  character,  were  previously  regard- 
ed as  nonpathogenic  bacteriologic  curiosities. 
Recent  studies  have  shown,  however,  that  oppor- 
tune environmental  conditions  allow  these  or- 
ganisms to  become  pathogenic,  causing  severe 
and  even  fatal  infections.  During  the  past  eigh- 
teen months  in  this  laboratory!,  Mima  pohj- 
morpha\  was  discovered  and  established  as  the 
chief  cause  of  serious  illness  in  a few  cases,  and 
one  fatality  in  a child  with  meningitis.  Appar- 
ently, these  are  the  first  cases  to  be  reported  in 
Arizona. 

Review  of  Literature 

DeBord^  first  called  attention  in  1939  to  cer- 
tain gram  negative  diplococci  which  mimicked 
several  clinical  and  bacteriologic  features  of 
Neisseria  gonorrhoeae.  He  suggested  that  the 
bacteria  be  grouped  into  a tribe  called  Mimeae. 
Through  the  years,  laboratories  have  often  fail- 
ed to  find  and  identify  these  organisms  simply 
because  technicians  have  not  been  aware  of  or 
have  ignored  their  possible  existence. 

^Director,  The  Diagnostic  Laboratory,  Phoenix,  Arizona. 

““Bacteriologist,  The  Diagnostic  Laboratory,  Phoenix,  Arizona. 

IThe  Diagnostic  Laboratory,  Phoenix,  Arizona. 

{Various  taxonomic  names  have  been  suggested  for  the  tribe 
Mimeae.  Since  this  paper  is  concerned  primarily  with  its  presence 
in  Arizona  and  not  with  taxonomy,  Mima  polymorpha  will  be  used 
throughout  to  designate  this  group  of  organisms. 


Townsend  and  others®"  described  the  occur- 
rence of  the  Waterhouse-Friderichsen  syndrome 
in  two  patients  with  Mima  pohjmorpha  as  the 
causative  agent.  In  this  instance,  13  laboratories 
identified  the  organism  as  ( 1 ) a member  of  the 
genus  Neisseria,  (2)  Alicaligenes  faecalis,  (3) 
Klebsiella,  (4)  a “gram-negative  diplococcus,” 
and  (5)  an  unidentified  species,  respectively. 
The  authors  concluded  that  Mima  polymorpha 
could,  therefore,  cause  a fatal  septicemia  and 
might  easily  be  confused  with  members  of  the 
Neisseria  group.  In  contrast  to  the  above  experi- 
ences, Scott  and  Mahoney^®  pointed  out  that 
Mimeae  organisms  were  isolated  many  times  in 
laboratories  where  attention  had  been  called  to 
their  importance.  Incidentally,  these  authors  also 
noted  that  some  strains  of  Mima  polymorpha  are 
resistant  to  penicillin,  according  to  the  disk 
sensitivity  method. 

During  the  past  two  and  one-half  decades,  re- 
corded cases  show  Mimeae  as  the  etiologic  agent 
in  cases  of  meningitis®®'  septice- 

mia®, urethritis  simulabng  gonorrhea®®' endo- 
carditis®®' ®®,  lobar  pneumonia’®,  conjunctivitis’®'  ®, 
and  skin  disease®.  Schuldberg®’,  in  his  description 
of  the  wanderings  of  Minieae  gave  an  excellent 
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account  of  the  Waterhouse-Friderichsen  syn- 
drome. Other  clinical  findings  reported  by  Brodie 
and  Henderson"  included  osteomyelitis,  post- 
operative infections,  cystitis,  upper  respiratory 
infections,  external  otitis,  and  vaginitis.  They  also 
recovered  Mima  poltjmorpha  from  the  placenta 
of  a stillbirth. 

Green  and  others'®  reviewed  infections  caused 
by  bacteria  of  the  tribe  Mimeae,  isolated  by  cul- 
ture from  56  living  patients  and  nine  autopsy 
cases,  with  pure  cultures  from  11  living  patients. 
These  authors  stressed  the  highly  variable  degree 
of  virulence  in  this  tribe.  Blood  cultures  from 
three  febrile  patients  yielded  a pure  growth  of 
Herellea  vaginicola,  confirming  its  apparent 
pathogenicity.  Many  infections  were  associated 
with  an  iatrogenic  portal  of  entry,  such  as  an 
intravascular  catheter.  Over  half  of  the  18  wound 
infections  listed  occurred  following  head  and 
neck  surgery.  In  a clinical  study  by  Robinson®®, 
Mima  polymorpha  was  found  91  times  in  44 
patients’  sputum,  urine,  and  blood  samples.  The 
patients’  age  range  was  20  to  77  years. 

Two  cases  of  Mima  polymorpha  meningitis  in 
the  young,  reported  by  Hermann  and  Melnick'^, 
closely  resembled  meningococcal  meningitis  and 
meningococcemia.  Since  these  gram-negative 
bacterial  agents  are  often  penicillin-resistant,  but 
sensitive  to  other  antibiotics,  prompt  accurate 
identification  by  culture  and  biochemical  meth- 
ods is  vital  for  initiation  of  early  specific  ther- 
apy. At  the  October  1965  meeting  of  the  Amer- 
ican Society  of  Clinical  Pathologists,  Burrows* 
discussed  two  cases  of  the  above  type  of  menin- 
gitis and  suggested  that  this  disease  might  be 
much  more  common  than  isolated  reports  have 
indicated. 

During  the  past  eighteen  months,  careful  rec- 
ords have  been  kept  on  tribe  Mimeae  organ- 
isms recovered  from  clinical  specimens  submit- 
ted to  this  laboratory  for  bacteriological  analysis. 
The  variety  of  specimens  from  which  these  were 
recovered  are  worth  consideration,  as  well  as 
concern.  The  following  cases  picked  at  random 
from  our  files  reveal  the  wide-spread  occur- 
rence of  the  organism  and  its  lack  of  predilection 
for  a particular  site  of  infection. 

Blood  and  spinal  fluid  from  a three-year-old 
child  were  sent  to  this  laboratory  for  bacterio- 
logical studies.  A stained  preparation  I'evealed 

“Stanley  Burrows,  Ph.D.  Asistaut  Professor  of  Pathology,  Tem- 
ple University  School  of  Medicine,  Philadelphia,  Pennsylvania. 


both  intra-  and  extra-cellular  gram  negative  dip- 
lococci  characteristic  in  appearance  of  Neisseriae. 
The  only  available  information  was  that  the 
child  expired  at  home  after  a high  fever  of  sev- 
eral days’  duration.  Post-mortem  examination 
revealed  a purulent  meningitis  with  other  patho- 
logic changes  characteristic  of  the  Waterhouse- 
Friderichsen  syndrome.  Cultures  proved  the  exis- 
tence of  Mima  polymorpha  organisms. 

In  one  instance,  an  adult  patient  was  treated 
for  gonorrheic  urethritis  for  several  weeks,  but 
failed  to  respond  to  the  usual  penicillin  therapy. 
Cultures  of  the  urethral  discharge  submitted  to 
this  laboratory  demonstrated  the  presence  of 
Mima  polymorpha  organisms.  Following  this 
identification,  the  urethritis  was  treated  with 
the  proper  antibiotic  agents  specific  for  the 
organism.  Recovery  was  prompt  and  complete. 

In  another  case,  an  adult  was  hosiptalized 
with  skin  manifestations  of  a possible  menin- 
gococcemia. Cultures  from  the  throat,  skin  les- 
ions, and  blood  contained  the  Mima  polymorpha 
organisms.  The  patient  improved  dramatically 
with  correct  therapy  after  the  offending  bacteria 
were  diagnosed.** 

Material  from  two  cases  of  bovine  mastitis  has 
been  received  in  this  laboratory,  from  which 
Mima  polymorpha  was  recovered.  The  host  for 
this  organism,  therefore,  is  not  limited  to  human 
beings.® 

Bacteriology 

Mima  polymorpha  is  an  aerobic,  pleomorphic, 
gram-negative  rod  and  has  the  ability  to  retain 
enough  gram  stain  to  give  a bipolar  staining  ef- 
fect; however,  this  is  not  consistent.®  The  organ- 
isms occur  as  diplococci  — both  intra-  and  extra- 
cellular in  vivo  — and  as  cocci,  rods,  filaments, 
and  even  short  chains.  They  may  or  may  not  be 
motile®®  and  form  colonies  not  unlike  that  of 
Neisseria,  i.e.,  gray,  mucoid,  slightly  raised,  en- 
tire, with  some  strains  producing  a small  zone 
of  beta  hemolysis  on  sheep  blood.  Tests  show 
the  organism  to  be  able  to  withstand  freezing 
for  as  long  as  twenty-one  days. 

Biochemically,  Mima  polymorpha  is  not  am- 
bitious. Growth  on  S-S  agar,  indol  production, 
reduction  of  nitrates,  and  Inositol  are  consistently 
negative.  There  is  no  change  in  TSI  agar.  The 
catalase  test  is  positive,  but  the  oxidase  test  is 
positive  in  only  one  strain,  Mima  polymorpha 

““This  case  is  being  prepared  for  publication. 
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var.  oxidans.  Lactose  may  or  may  not  be  fer- 
mented in  one  per  cent  concentration,  but  will 
usually  be  reduced  in  ten  per  cent  concentrations 
{Herellea  mginicola).  Growth  on  EMB  is  vari- 
able, but  when  it  does  occur,  typical  blue  colon- 
ies will  appear.  Hydrogen  sulfide  production  has 
been  reported  positive  when  tested  by  more 
sophisticated  methods  than  the  above.^ 

Gram  stained  slides  should  be  prepared  from 
clinical  material  and  carefully  examined  for 
gram-negative  organisms  which  may  be  intra-  or 
extra-cellular.  Where  gram-negative  organisms 
are  found  in  stained  slides  and  have  the  char- 
acteristics of  Neisseria,  every  effort  should  be 
made  to  identify  them  correctly  in  order  to  as- 
sure prompt  and  proper  treatment  of  the  pa- 
tient. In  this  laboratory,  the  regimen  of  choice 
in  identifying  isolates  is  found  in  Table  1. 


TABLE  1 

Schema  For  Identification  of  Tribe  Mimeae 


EMB 

(Blue  colonies) 


Clinical 

Specimen 


Gram 

Stain 


Blood  Agar 

(beta  hemolysis) 

MacConkey  (-b) 

Chocolate  Agar  ( ) 

— S-S  (-) 


Maltose  (— ) 

Sucrose  (— ) 

Dextrose  (— ) 

Urea  (— ) 

Inositol  (— ) 

Lactose  (— ) 

1% 

Lactose  (±) 

10% 


MR- VP  (-) 


SIM  (motility  ±) 

Nitrate  (— ) 

Cetrimide  (— ) 

TSI  (-) 

I serology 


After  recovery  on  primary  cultures,  sub-cul- 
tures are  routinely  made  on  various  sugars  for 
observation  of  biochemical  reactions.  Although  a 
workable  method  for  serologic  studies  has  been 
devised^®,  an  effective  commercial  antiserum  is 
not  yet  available.  In  this  laboratory,  however, 
recent  studies  with  an  experimental  antisera 
furnished  by  Difco  Laboratories* *  for  identifica- 

*Di£co  Laboratories,  Detroit,  Michigan. 

tion  of  Herellea  and  Mimeae  organisms  have 
thus  far  produced  gratifying  results.  Further  ex- 
periments will  be  done  in  cooperation  with  Difco 
Laboratories  in  order  to  determine  the  feasibil- 
ity and  practical  aspects  of  developing  the  anti- 


sera for  the  above  serodiagnostic  procedures. 
Guinea  pig  inoculation  is  not  done  routinely, 
but  may  be  done  when  biochemical  studies  are 
variable  or  inconclusive. 

In  general,  if  blue  colonies  are  found  on  EMB 
agar  which:  (I)  do  not  grow  on  S-S  agar,  (2) 
do  not  change  TSI,  (3)  do  not  produce  indol, 
(4)  but  which  are  catalase  positive,  (5)  grow 
on  MacGonkey’s  agar,  ( 6 ) which  are  beta  hemo- 
lytic and  (7)  aerobic,  then  the  gram-negative, 
pleomorphic,  diplococci,  rods  or  cocci  in  the 
colonies  are  almost  certainly  members  of  the 
tribe  Mimeae. 

Antibiotic  studies  almost  always  demonstrate 
that  Mima  polymorpha  is  penicillin  resistant^®. 
Most  of  these  studies,  however,  were  made  be- 
fore the  advent  of  (or  did  not  include)  semisyn- 
thetic penicillins.  In  this  study,  all  strains  of  the 
tribe  Mimeae  were  penicillin  resistant,  but  sen- 
sitive in  vitro  to  ampicillin  and  chloramphenicol 
without  exception,  and  to  the  tetracyclines  and 
sulfas  in  general.  All  other  antibiotics  had  a 
variable  effect  on  growth  inhibition  in  vitro. 
Green  and  others'^  found  Sodium  colistimeth- 
ate,  kanamycin  sulfate,  methenamine  mandelate, 
and  Polymyxin-B  Sulfate  to  be  the  most  effec- 
tive therapeutic  agents. 

Discussion 

Lack  of  definite  classification  of  Mimeae  or- 
ganisms is  marked  by  their  absence  from  the 
seventh  edition  of  Bergey’s  Manual  of  Deter- 
minative Bacteriologif.  One  attempt  to  iden- 
tify the  tribe  and  develop  a scheme  for  serolog- 
ical identification  was  made  by  Mitchell  and 
BurrelP®.  In  addition  to  Mima  polymorpha,  Bac- 
terium (Acliromobacter)  anitratunf,  Colloides^, 
Mima-Moraxella^,  Herellea^^,  B5uf\  and  Flavo- 
hacteriunF^  are  taxonomic  labels  which  have 
been  proposed  for  the  tribe  Mimeae. 

It  has  been  concluded  that  members  of  the 
tribe  Mimeae  are  opportunistic  in  their  invasion 
of  the  patient.  The  individual’s  susceptibility  to 
clinical  infections  from  members  of  the  tribe 
Mimeae  as  a result  of  a certain  environmental 
factors  has  not  been  explored,  except  indi- 
rectly in  the  cases  of  venereal  transmission^^ 
Complete  epidemiological  studies  have  yet  to  be 
made,  most  authors  having  dealt  chiefly  with  the 
organisms’  idiosyncrasies  and  their  stirpes. 

Summary 

The  clinical  and  bacteriologic  significance  of 
a group  of  bacterial  agents  belonging  to  the 
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tribe  Mimeae  has  been  emphasized.  These  or- 
ganisms may  mimic  other  organisms,  especially 
organisms  of  the  Neisseria  group,  and  are  re- 
sponsible for  various  disease  states  in  humans 
as  well  as  in  animals.  They  are  often  penicillin 
resistant,  but  have  been  found  sensitive  to  other 
antibiotics  and  drugs.  Prompt  identification  and 
rational  therapy  are  essential  and  may  be  life- 
saving procedures. 
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The  Pharmacetutical  Manufacturers  Association  disclosed  today  that  the  gov- 
ernment’s Wholesale  Price  Index  for  ethical  drug  preparations  dropped  .3  per- 
cent in  June  to  a new  record  low  of  93.8. 

In  other  words,  prescription  ingredients  sold  by  manufacturers  for  $10  in 
January,  1961,  when  the  index  was  begun,  were  available  in  June,  1966,  for 
only  $9.38. 

The  data  was  reported  to  the  association  by  the  Bureau  of  Labor  Statistics 
of  the  U.S.  Department  of  Labor. 
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This  is  basic  discussion  of  current  trends  in  the  therapy  of  cardiorespiratory  failure. 


The  term  cardiorespiratory  failure,  broadly 
defined,  encompasses  a wide  variety  of  clinical- 
pathological  states  in  which  the  heart  and  lungs 
together  fail  to  meet  the  demands  for  tissue 
oxygenation  and  carbon  dioxide  removal.  The 
various  disease  states  in  which  combined  car- 
diorespiratory failure  may  occur  can  best  be 
classified  in  terms  of  the  principle  pathologic 
functional  change.  These  include  impaired  ven- 
tilation, defects  of  diffusion  and  gas  exchange, 
altered  ventilation-perfusion  relationships  and 
decreased  cardiac  output  (Table  #1)  occurring 
singly  or  in  combination. 

The  therapeutic  concepts  to  be  presented  are 
based  upon  considerations  of  the  pathophysiol- 
ogic alterations  found  in  all  types  of  cardiores- 
piratory failure.  We  will  emphasize  that  the 
basic  principles  of  care  for  any  such  patient 
must  include:  1)  the  provision  of  patent  con- 
ducting airways  2)  normal  arterial  oxygenation 
3 ) adequate  carbon  dioxide  elimination  4 ) main- 
tenance of  normal  hydrogen  ion  concentration 
and  5)  support  of  effective  cardiac  output.  Spe- 
cific therapeutic  maneuvers  will  be  needed  in 
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each  differing  clinical  situation,  but  adherence 
to  these  general  principles  is  essential  to  satisfy 
the  metabolie  requirements  of  any  patient  with 
cardiorespiratory  failure. 


Table  1 

Clinical  and  Physiological  States 
Associated  with  Cardiorespiratory  Failure 
I Ventilation  Impaired 

A.  Chronic  airways  obstruction 

(Emphysema,  chronic  bronchitis,  chronic  asthma) 

B.  Restrictive  defects 

1)  Decreased  lung  expansion 

(interstitial  fibrosis,  pleural  effusion,  pneumo- 
thorax, fibrothorax) 

2)  Restricted  thorax 

(kyphoscoliosis,  crushed  chest,  thoracic  sur- 
gery) 

3)  Decreased  diaphragmatic  excursion 
(abdominal  surgery,  ascites,  peritonitis,  severe 
obesity) 

II  Diffusion  and  Gas  E.xchange  Abnormalities 

A.  Pulmonary  Fibrosis 

(Sarcoidosis,  fibrosing  alveolitis,  pneumoconiosis) 

B.  Pulmonary  edema  (non-cardiogenic) 

C.  Congestive  atelectasis 

D.  Oblituative  pulmonary  vascular  disease 

E.  Anatomic  loss  of  functioning  lung 
(resection,  massive  fibrosis,  tumor) 

III  Ventilation  — perfusion  abnormalities  and  venous 
admixture 

A.  Emphysema,  chronic  bronchitis,  bronchiolitis 

B.  Atelectasis,  pneumonia,  thromboembolism,  post- 
perfusion syndrome. 

IV.  Myocardial  Disease  with  Impaired  Cardiac  Output 
(cardiogenic  pulmonary  edema) 

A.  Ischemic,  valvular,  congenital,  myocardopathy 
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THE  RESPIRATORY  CARE  UNIT 

The  development  of  specialized  respiratory 
care  units  designed  to  provide  the  personnel 
and  equipment  for  effective  pulmonary  manage- 
ment has  been  a major  contribution  in  the  ther- 
apy of  patients  with  acute  cardiorespiratory  in- 
sufficiency. The  organization  and  function  of  a 
respiratory  care  unit  is  beyond  the  scope  of  this 
report.  However,  it  should  be  stressed  that  an 
organized  team  approach  including  the  discip- 
lines of  internal  medicine,  surgery,  pulmonary 
physiology  and  intensive  nursing  care  are  funda- 
mental to  the  successful  operaton  of  a unit. 

This  paper  is  based  in  large  part  on  the  experi- 
ence of  our  respiratory  care  unit  ( 1 & 2 ) at  the 
University  of  Colorado  Medical  Center.  The 
organizational  structure  of  our  respiratory  care 
unit  is  summarized  in  Figure  1.  Such  a unit  is 
capable  of  coordinating  the  complex  therapeutic 
modalities  needed  in  cardiorespiratory  failure, 
and  can  achieve  a well-organized  program  for 
each  patient. 


RESPIRATORY  CARE  TOlIg 
(III.  ORQANiaATION) 


Fig.  1 — Organizational  Structure  for  the  Respiratory 
Care  Unit,  University  of  Colorado  School  of  Medicine. 


CLINICAL  EXAMPLES 

It  is  not  the  intent  of  this  report  to  list  all  of 
the  specific  details  of  management  for  the  large 
number  of  clinical  situations  in  which  cardiores- 
piratory failure  occurs.  The  clinical  application 
of  the  basic  principles  of  management  can  best 
be  displayed  in  four  illustrative  cases.  These 
cases  were  cared  for  recently  by  the  respiratory 
care  unit. 

Case  #J  E.D.  (CGH  #219715),  a 62-year- 
old  white  male  filling  station  attendant  was  ad- 
mitted 7/16/64  because  of  marked  dyspnea.  The 
patient  was  a life-long  smoker,  but  stopped  2 
months  prior  to  admission  because  of  symptoms 
of  Buerger’s  disease.  Chronic  cough  and  prog- 
ressive dyspnea  had  occurred  over  the  past  8 


years.  Increasing  cough  and  expectoration  two 
weeks  before  entry,  and  a marked  increase  in 
dyspnea  prompted  admission. 

Examination  revealed  marked  dyspnea  and 
cyanosis.  The  temperature  was  38°  C.,  the  pulse 
102,  and  the  blood  pressure  was  130  systolic, 
70  diastolic.  Jugular  venous  pressure  elevation 
was  noted  with  the  patient  at  45°.  Breath  sounds 
were  markedly  decreased  throughout  and  a fine 
scattered  wheeze  was  heard  on  auscultation. 
Heart  tones  were  distant  and  the  pulmonic  clo- 
sure was  increased  in  intensity.  Hepatomegaly 
and  tibial  edema  were  present. 

Laboratory  tests  revealed  the  hematocrit  was 
45  per  cent,  the  white-cell  count  16,000  and  the 
sputum  cultured  “normal  flora”. 

The  admitting  diagnoses  were  “chronic  air- 
ways obstruction,”  acute  bronchitis,  cor  pulmon- 
ale, and  congestive  right  heart  failure. 

Initial  management  included  digitalization  and 
antibiotics.  A diuresis  resulting  in  6Kg.  weight 
loss  occurred  within  48  hours,  but  dyspnea  was 
not  relieved  and  sputum  became  tenacious.  Sub- 
sequently stupor  developed  and  the  respiratory 
care  unit  was  consulted. 

The  patient  appeared  cachectic  and  could 
scarcely  be  roused.  Tracheostomy  was  perform- 
ed and  large  amounts  of  thick,  purulent  secre- 
tions were  removed.  Chest  x-ray  (Fig.  2)  shows 
only  hyperinflated  lung  fields  and  the  tracheos- 
tomy tube.  Ventilation  was  supported  using  a 
cuffed  tracheostomy  tube  and  a pressure  cycled 
ventilator.  Intravenous  aminophylline  was  used 
and  antibiotics  continued.  After  48  hours  of  ven- 
tilatory support,  the  patient  was  fully  alert  and 
could  support  near  normal  ventilation  and  gas 
exchange  assisted  by  oxygen  at  3 liters  per  min- 
ute using  a tracheostomy  cover.  Features  of  the 
patient’s  course  are  listed  in  Figure  3.  Ambula- 
tion was  possible  on  the  6th  day  and  the  trach- 
eostmy  tube  was  removed  on  the  8th  day. 

Thereafter,  the  patient  made  an  uneventful 
recovery  and  gained  14  Kg.  dry  weight  and  was 
able  to  return  to  work  2 months  later.  Pulmon- 
ary function  determinations  performed  1,  3,  and 
12  months  after  the  episode  of  cardiorespiratory 
failure  are  listed  on  Table  2.  The  patient  has 
remained  well  for  24  months  following  the  epi- 
sode of  respiratory  failure  working  full  time  as 
a service  station  attendant  in  a community  at 
8000  feet  altitude. 
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Fig.  2 — Case  #1  (E.D.)  Chest  Roentgenogram  after 
Tracheostomy  and  at  beginning  of  controlled  ventilation. 


Comment:  Combined  respiratory  failure  with 
eongestive  right  heart  failure  oeeurred  in  this 
patient  with  chronic  airways  obstruction  during 
an  acute  respiratory  infection.  Management  with 
cardiac  glycosides  and  antibiotics,  provided  lit- 
tle improvement  at  first.  Recovery  was  finally 
made  possible  by  removing  secretions  via  trach- 
eostomy and  by  providing  adequate  CO2  re- 
moval and  oxygenation  by  means  of  a ventilator; 
later  normal  oxygenation  was  supported  by 
supplemental  oxygen. 

Respiratory  failure  in  chronic  airways  obstruc- 
tion occurs  because  of  alveolar  hypoventilation 
and  abnormalities  in  gas  exchange.  The  hypoxia 
produces  pulmonary  hypertension  and  this  is 
further  aggravated  by  the  accompanying  respira- 
tory acidemia  resulting  in  right  heart  strain  and 
eventual  congestive  right  heart  failure.^  Thus 
management  of  the  respiratory  component  is 
fundamental. 

In  addition  to  the  supportive  care,  the  suc- 
cessful management  of  the  underlying  poten- 
tially reversible  factors  in  respiratory  failure  are 
equally  necessary  for  recovery.  Thus,  an  attack 
on  bronchospasm,  the  removal  of  secretions,  plus 
antibiotics  for  the  bacterial  component  of  the 
pulmonary  infection  are  essential  to  return  pul- 
monary function  to  optimum  levels.^  Managing 
secondary  polycythemia,  when  it  is  present,  with 


phlebotomy  can  be  important  in  facilating  car- 
diac recompensation. 

It  is  important  to  stress  that  life-threatening 
respiratory  failure  can  occur  in  patients  with 
only  moderate  pre-existing  pulmonary  disease. 
With  proper  therapy  these  patients  can  return 
to  useful  active  lives. 


I D,  t/  y o WM 


Fig.3  — Case  #1  (E.D.)  Clinical  Course  and  Thera- 
peutic Measures. 


Table  2 

Pulmonary  Function  after  Recovery  from 
Cardiorespiratory  Failure 
E.D.  (CGH  #219715) 


1 Month 

3 Months 

12  Months 

VC  3.37  (93%)® 

3.18  (88%) 

3.28  (84%) 

FEVi*  1.12  (33%) 

1.04  (33%) 

1.42  (43%) 

MMEF  .45 

0.40 

0.42 

MBC  50  (45%) 

51  (46%) 

52  (47%) 

pH  Rest  7.45 

7.41 

7.40 

Exercise  7.40 

7.40 

7.41 

PCO2  Rest  39 

43 

40 

Exercise  43 

— 

— 

PO2  Rest  68.5 

65 

— 

Exercise  59 

— 

— 

Sa02  Rest  94% 

92% 

94% 

Exercise  89% 

— 

- 

Deo®  Rest  — 

8.3 

— 

Exercise  — 

14.0 

— 

TLC  9.31  (5.98  L pred.) 

RV  6.10  (2.19  L pred.) 

RV/TLC  66%  (37%) 

1.  FEVi  expressed  as  % VC 

2.  % predicted 

3.  Steady  State  Method® 
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Case  #2  B.G.  (CGH  #227521),  a 58-year- 
old  Spanish  coal  miner  was  admitted  on  11/25/ 
64  because  of  acute,  progressive  dyspnea  dur- 
ing the  month  before  entry.  Following  the  acute 
onset  of  symptoms,  pneumonia  was  diagnosed 
in  another  hospital,  but  no  lasting  improvement 
occurred  with  a variety  of  antibiotics. 

On  entry  the  patient  was  markedly  dyspneic 
with  cyanosis  noted.  The  temperature  was  37° 
C.,  the  pulse  110,  and  the  respirations  25.  The 
blood  pressure  was  110  systolic,  60  diastolic. 
Jugular  venous  pressure  elevation  was  noted 
with  the  patient  elevated  to  45°.  Signs  of  con- 
solidation were  present  at  both  bases,  posterior- 
ly; fine,  diffuse  crackling  rales  were  heard  in 
all  lung  fields.  The  pulmonic  closure  was  in- 
creased; a gallop  rhythm  was  not  present.  Hepa- 
tomegaly and  mild  edema  were  present.  Labora- 
tory tests  revealed  a hematrocrit  of  52  per  cent, 
the  white-cell  count  10,3000  with  sputum  cultur- 
ed “normal  flora”.  Ghest  x-ray  (Fig.  4a)  revealed 
dense  infiltration  in  both  lower  lung  fields  and 
fine  diffuse  reticular  markings  consistent  with 
pulmonary  fibrosis.  The  EKG  was  normal. 

The  admitting  diagnoses  were  pulmonary  fi- 
brosis, chronic  pneumoitis,  cor  pulmonale  with 
congestive  right  heart  failure. 

Ventilation  tests  performed  2 weeks  after  ad- 
mission (Table  3)  revealed  both  a restrictive 
and  an  obstructive  ventilatory  impairment  plus 
mild  hypoxemia  at  rest. 

Initial  management  included  salt  restriction 


Fig.  4a  (left)  — Case  #2  (B.G.)  Chest  Roentgenogram 
on  admission  showing  dense  alveolar  infiltrate  in  both 


and  antibiotics  with  little  or  no  improvement. 
Marked  clinical  improvement  occurred  with 
prednisone  15  to  30  mg  daily  and  subsequent 
ventilation  tests  were  considerably  better  (Table 
3).  The  patient  was  discharged  on  1/13/65  with 
maintenance  prednisone  10  mg  daily.  Ghest  x-ray 
(Fig.  4b)  shows  considerable  clearing  of  the 
basilar  infiltrates. 


Table  3 

Case  #2— Fibrosing  Alveolitis 
Ventilation  Tests  and  Blood  Gases  on  Admission 
and  after  Admission 
12/15/64  1/8/65 

(Admission)  (After  corticosteriods)  Predicted 


v.c. 

1.52 

2.09 

3.33  liters 

FEV 

.91 

1.61 

>75%  of  V.C. 

MMF 

0.50 

2.06 

3.71  ± 1.00  L/sec. 

MBC 

54 

94 

114  L/min. 

Sa02 

88.5 

>92% 

PCO2 

42 

36-38 

pH 

7.505 

7.40 

On  3/65  congestive  right  heart  failure  with 
jugular  venous  hypertension  and  peripheral 
edema  were  again  noted.  Diuresis  and  improve- 
ment in  the  signs  of  congestive  heart  failure  oc- 
curred coincident  with  the  administration  of 
digitalis.  One  month  later  migratory  poly  ar- 
thralgias occurred,  and  increasing  dyspnea 
precipitated  another  hospital  admission.  On  this 
occasion  an  open  lung  biopsy  was  performed 
which  revealed  fibrosing  alveolitis. 

Following  recovery  from  the  operation,  the 
patient  was  again  discharged  on  a maintenance 
cardiac  regimen  and  maintenance  prednisone, 
10  mg  daily. 


lower  lung  fields.  4b  (right)  Clearing  after  corticosteroid 
therapy. 
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On  10/65  increasing  dyspnea  again  occurred 
with  edema  formation.  Signs  of  congestive  heart 
failure  were  again  present.  No  skin  abnormalities 
were  observed.  Mild  clubbing  was  found.  A chest 
.x-ray  (Fig.  5)  revealed  marked  “honey  combing” 
with  fibrosis  of  both  lower  lung  fields.  The  EKG 
now  revealed  a rightward  axis  and  right  ventric- 
ular and  auricular  enlargement.  Arterial  blood 
revealed  p02  38.5,  oxygen  saturation  74%  and 
pC02  42.  An  esophagogram  revealed  dilatation 
and  absence  of  esophageal  peristalsis. 


Fig.  5 — Case  #2  (B.G.)  Chest  Roentgenogram  taken 
11  months  after  admission  — marked  honeycombing  fi- 
brosis is  present  in  both  lower  lung  fields. 


With  maintenance  digitalis,  diuretics,  oxygen 
by  nasal  canula  and  large  doses  of  prednisone, 
clinical  improvement  and  duiresis  of  4 Kg.  oc- 
curred. On  an  increased  dose  of  prednisone,  30 
mg  daily,  the  patient’s  clinical  course  stabilized. 
Arterial  studies  1 week  after  increased  steroid 
dosage  revealed  p02  72,  oxygen  saturation  95%, 
pC02  45,  pH  7.42.  Details  of  the  clinical  course 
are  summarized  graphically  in  Figure  6. 

Comment:  Combined  pulmonary  and  cardiac 
failure  occurred  in  this  patient  with  pulmonary 
fibrosis.  This  case  manifests  many  of  the  fea- 
tures of  fibrosing  alveolitis®;  this  entity  is  also 
frequently  called  diffuse  interstitial  pulmonary 
fibrosis/  The  migratory  polyarthritis  with  de- 
creased esophogeal  motility  also  implicates  prog- 
ressive systemic  sclerosis  as  a possible  underly- 
ing disease. 

In  this  case  impaired  oxygen  transfer  due  both 
to  diffusion  and  ventilation  abnormalities  as  well 
as  possible  fibrotic  pulmonary  vascular  oblitera- 
tion led  to  pulmonary  hypertension  and  right 
heart  failure.  No  evidence  of  vasculitis  was 
found  on  histologic  section. 


CARDIORESPIRATORY  FAILURE 
Fibrosing  Alveolitis 


Fig.  6 — Case  #2  (B.G.)  Clinical  course  and  thera- 
peutic measures. 


Improvement  occurred  with  a heart  failure 
regimen  including  digitalis  and  diuretics  plus 
supplemental  oxygen,  because  of  moderately 
severe  hypoxemia,  during  the  last  hospitalization. 
Corticosteroids  probably  provided  improved 
oxygen  transfer,  presumably  by  combating  al- 
veolitis. 

Case  #3  S.R.  (CCH  ^247590),  a 26-year-old 
housewife  was  admitted  to  CCH  on  10/1/65 
because  of  recurrent  chest  pain  and  hemopty- 
sis. One  month  earlier  left  leg  pain  had  occur- 
red and  progressed.  Hemoptysis  first  occurred  2 
weeks  later  which  prompted  admission  to  an- 
other hospital.  Treatment  with  subcutaneous 
heparin  sodium  was  begun.  Four  days  later 
severe  bilateral  pleuritic  chest  pain  occurred, 
but  then  subsided  over  twenty-four  hours.  On 
the  day  of  admission  to  Colorado  General  Hos- 
pital sudden  severe  chest  pain  again  occurred 
accompanied  by  hypotension,  diaphoresis  and 
marked  anxiety.  The  patient  had  received  oral 
synthetic  estrogens  and  progestins  for  contracep- 
tive purposes  for  3 months  before  the  onset  of 
symptoms. 

Physical  examination  at  the  time  of  transfer 
revealed  an  acutely  ill  young  female  with  cyan- 
osis and  labored  respirations.  The  temperature 
was  102°F.,  the  pulse  120,  and  the  respirations 
40.  The  blood  pressure  was  104  systolic,  70 
diastolic.  Dullness  to  percussion  was  present  at 
the  right  base  posteriorly  where  bronchial  breath 
sounds  were  heard.  Examination  of  the  precor- 
dium  revealed  an  increased  sound  of  pulmonic 
closure.  No  signs  of  peripheral  phlebitis  were 
found. 
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The  EKG  revealed  right  axis  deviation,  prob- 
able right  ventricular  strain  with  ST  and  T wave 
changes.  The  chest  x-ray  (Fig.  7)  revealed  dif- 
fuse bilateral  alveolar  infiltrates  and  bilateral 
pleural  effusions.  A lung  scan  utilizing  radio- 
iodine labeled  macroaggregated  albumin  reveal- 
ed decreased  activity  in  the  entire  right  lung 
and  the  left  lower  lung.  (Fig.  7). 

Laboratory  studies  revealed  a hematocrit  of 
34  per  cent;  the  white-cell  count  was  10,800, 
the  SCOT  was  90  units  and  the  LDH  was  500 
units.  The  arterial  pC02  was  39;  deep  lung  al- 
veolar pC02  ( as  measured  by  the  Haldane- 
Priestly  method)  was  33  resulting  in  an  elevated 
A-a  difference  of  6 mg  Hg.  Arterial  saturation 
was  76  per  cent  with  the  patient  breathing  room 
air. 

The  preoperative  diagnosis  was  multiple  pul- 
monary embolization  and  acute  cor  pulmonale. 

A bilateral  pulmonary  artery  embolectomy 
was  performed  using  cardiopulmonary  bypass. 
At  surgery  the  right  lower  lobe  and  portions 
of  the  left  lower  lobe  were  reddened  and  con- 
solidated. The  right  atrium  and  ventricle  were 
distended. 

The  pulmonary  artery  was  opened  at  the  bi- 
furcation of  the  main  pulmonary  artery  where 
a 13  cm  clot  on  the  right  was  removed.  This 
portion  of  the  embolus  nearly  totally  occluded 
the  right  pulmonary  artery.  A similar  clot  7 cm 
long  was  removed  from  the  left  pulmonary  ar- 
tery. 


The  inferior  vena  cava  was  ligated  and  a 
tracheostomy  was  performed  for  purposes  of  sup- 
porting ventilation  and  controlling  secretions. 


Fig-  7 — Case  #3  (S.R.)  Chest  Roentgenogram  and 
RISA  scan  on  admission.  Note  dense  alveolar  infiltrates 


The  duration  of  ventilatory  assistance,  thera- 
peutic measures  and  determinations  of  arterial 
pH  and  blood  gases  are  summarized  in  Table  4. 

After  2 days  of  ventilatory  support,  near  nor- 
mal blood  gases  were  possible  by  use  of  only 
supplemental  oxygen  administered  by  nasal 
prongs.  All  pulmonary  assistance  was  discon- 
tinued in  5 days  and  an  uneventful  recovery 
followed.  The  patient  was  discharged  on  the 
9th  hospital  day  and  has  remained  well  for  5 
months  following  the  operation.  The  chest  x-ray 
and  RISA  scan  performed  after  the  operation 
are  shown  in  Figure  8.  Clearing  of  the  right 
lung  infiltrate  and  a marked  improvement  in 
the  perfusion  of  the  right  lung  are  noted. 


RECORRfiMT  POLHONABI  EMBOLI 

S»R.  26  y.o. 

■2F  (CGH  #247590) 

Date 

Cliaic6Ll 

Status 

Arterial 

Saturation 

PCO2 

pH 

Respiratory 

Therarar 

10-1  2:45  PH 

Admission 
Cyanotic  & 
Dyspneic 

7^ 

38 

7.48 

None 

10-1  4:00  PM 

Dyspaeic 

m 

39.7 

7.47 

Nasal  Oxygen 
5 L/min 

10-1 

PULMON^RZ  EMBOLECTOMy  - CA 

RDIaC  E 

YPAS3 

10-1  11:00  PM 

Inujediately 

Post-operative 

93k 

40 

7.32 

Tracheostomy 
Constant  IPPB 
4<»  02 

10-2  10:00  AM 

Clinically 

Stable 

itxn 

37.2 

7.49 

Constant  IPPB 

10-3 

On  IPPB 

41 

7.46 

" 

Off  IPPB 
45  min 

99* 

39.5 

7.475 

Tracheal  0^ 
3 lyaiin 

10-5 

Off  O2 

1 hour 

85* 

39.5 

7.47 

10-8 

Off  O2 
24  hours 

8^ 

37 

7.50 

Tracheostomy 

Removed 

10-12 

Ambulatory 
Off  O2 

92S6 

36 

7.50 

— 

10-18 

Discharge 

Table  4 

“Case  #4  (S.R.)  Clinical  features,  blood  gas 
determinations  and  respiratory  therapy” 


10-1-66 

^ RISA  Scan  Pre-op 

in  both  lower  lung  fields  and  decreased  perfusion  on 
right. 
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Fig.  8 — Case  #3  (S.R.)  Chest  Roentgenogram  10  days 
after  embolectomy  showing  a clearing  of  infiltrates  and 


Comment:  In  this  case  of  recurrent  emboliza- 
tion leading  to  massive  occlusion  of  the  pulmon- 
ary arterial  system,  cardiac  failure  was  mani- 
fested by  recurrent  hypotension,  dyspnea,  and 
signs  of  acute  right  heart  decompensation.  Res- 
piratory failure  was  manifested  by  moderately 
severe  hypoxemia  caused  by  a decrease  in  func- 
tioning lung  parenchyma  and  also  to  poorly  un- 
derstood intrapulmonary  shunting.* 

Successful  management  included  reversal  of 
the  cardiac  burden  and  re-establishment  of  pul- 
monary circulation  by  thoracotomy  for  removal 
of  clots  from  both  pulmonary  arteries.  Support 
with  supplemental  oxygenation  for  the  short  pre- 
operative period  and  support  of  ventilation  and 
gas  exchange  with  a mechanical  respirator  in 
the  post  operative  period  provided  normal  blood 
gases.  Digitalization  and  removal  of  secretions 
via  the  tracheostomy  were  also  important  thera- 
peutic measures. 

Case  #4  G.N.  (CGH  #245063),  a 56-year- 
old  business  man  was  admitted  8/26/65  be- 
cause of  dyspnea  and  orthopnea.  He  had  been 
ill  for  6 years  with  recurrent  pleural  effusions 
associated  with  congestive  heart  failure  con- 
sidered to  result  from  a myocardopathy.  Earlier 
cardiac  catherization  had  revealed  impaired  fill- 
ing of  both  ventricles  and  a limited  thoracotomy 
revealed  pleuritis,  pericarditis  with  a non-con- 
strictive pericardium.  The  heart  failure  had  been 
managed  with  cardiac  glycosides,  thiazides  and 
salt  restriction.  A marked  increase  in  dyspnea 


improved  perfusion  of  right  lower  lung  field. 


and  increased  peripheral  edema  occurred  dur- 
ing the  week  before  admission. 

Laboratory  examination  revealed  the  hema- 
tocrit was  42  per  cent,  the  white-cell  count  13,- 
700,  and  purulent  sputum  revealed  “normal 
flora”  on  culture.  After  admission,  during  oxygen 
administration  arterial  blood  studies  showed: 
pG02  98  mm  Hg,  saturation  97  per  cent  and  pH 
7.25.  The  chest  x-ray  on  admission  shows  a mark- 
ed pleural  effusion  on  the  right.  Post  thoracen- 
tesis film  shows  chronic  pleural  thiekening  (Fig. 
9).  With  salt  restriction,  mercuhydrin,  etha- 
crinic  acid  and  spironolactones,  diuresis  occurred 
coineident  with  marked  elinieal  improvement. 
The  clinical  course  is  summarized  in  Figure  10. 
An  ambulatory  program  was  begun  aided  by  the 
use  of  portable  oxygen‘s  and  the  patient  was 
discharged  on  the  17th  hospital  day  with  a main- 
tenance program  of  digoxin,  ethacrinic  acid  and 
spironolactone.  Recurrent  episodes  of  conges- 
tive heart  failure  accompanied  by  moderate 
respiratory  failure  occurred  over  the  following 
6 months.  On  3/1/66  a right  sided  decortication 
was  performed  to  help  improve  ventilatory  fune- 
tion.  Histologic  study  of  the  resected  specimen 
revealed  nonspecific  “chronic  pleuritis.”  The  de- 
gree of  funetional  improvement  gained  will  be 
determined  by  future  studies  after  full  recovery 
has  been  achieved. 

Comment:  The  underlying  heart  disease  in 
this  case  has  not  been  specifically  identified  and 

“Provided  by  the  Linde  Division,  Union  Carbide  Corporation. 
Tonawanda,  N.  Y. 
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the  relationship  of  the  heart  and  pulmonary  dis- 
ease is  somewhat  unclear.  Since,  by  history,  the 
congestive  heart  failure  antedated  the  pulmon- 
ary involvement,  a reasonable  thesis  might  in- 
clude chronic  pleural  effusion  from  recurrent 
congestive  heart  failure  progressing  to  a locul- 
ated  pleural  effusion,  with  organization  and  fi- 
brosis resulting  in  lung  entrapment  and  a restric- 
tive ventilatory  defect.  Ventilatory  function  dur- 
ing the  first  admission  (Table  5)  revealed  both 
a restrictive  and  obstructive  ventilation  abnor- 
mality. 


Fig.  9 — Case  #4  (G.N.)  Chest  Roentgenograms  on 
admission  and  following  thoracentesis  — marked  pleural 
effusion  and  pleural  thickening  are  present  on  the  right. 


CARDIORESPIRATORY  FAILURE 
From  Myocardopathy 


Fig.  10  — Case  #4  (G.N.)  Clinical  course  and  thera- 
peutic measures. 


Table  5 

Case  #4— Cardiorespiratory  Failure  Associated 
with  Myocardiopathy 
(Ventilation  tests  on  Admission) 

Observed  Predicted 

V.C.  1.52  4.93  liters 

FEV  88%  >75%  of  V.C. 

MMEF  1.20  3.71  ± 1.00  liters/sec. 

MBC  40  134  liters/min. 


Acute  respiratory  failure  may  be  caused  by 
acute  left-sided  cardiac  failure  in  the  absence  of 
significant  pre-e.xistent  pulmonary  disease.®  Pul- 
monary edema  leads  to  decreased  lung  com- 
pliance, and  loss  of  available  alveolar  surface 
for  gas  exchange  as  well  as  airway  obstruction 
from  the  edema  foam.  In  this  situation  ventila- 
tory support  combined  with  measures  to  main- 
tain airways  free  of  edema  foam  are  basic  thera- 
peutic principles.  In  addition  specific  therapy 
directed  at  improving  cardiac  function  and  sup- 
porting cardiac  output  are  ssential  to  reverse 
the  primary  disease  process. 

DISCUSSION  AND  SUMMARY 

Acute  cardiorespiratory  failure  in  patients 
with  a potentially  reversible  component  is  a 
common  clinical  problem  today.  Proper  man- 
agement requires  intensive  supportive  respira- 
tory care  while  specific  therapy  is  directed  at 
the  primary  disease  process.  In  any  case  of  car- 
diorespiratory failure  immediate  therapeutic 
measures  to  correct  the  altered  physiology  are 
of  fundamental  importance.  Patent  airways  must 
be  established,  adequate  blood  oxygenation  and 
CO2  removal  provided,  hydrogen  ion  concen- 
tration controlled  and  effective  cardiac  output 
maintained. 
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The  four  illustrative  cases  represent  application 
of  these  principles  of  therapy  in  vastly  different 
clinical  situations,  i.e.,  chronic  airways  obstruc- 
tion, fibrosing  alveolitis,  massive  pulmonary  em- 
bolism and  chronic  congestive  heart  failure.  In 
each  case  basic  management  principles  were 
utilized  along  with  specific  therapy  appropriate 
to  the  individual  chnical  problem. 

Application  of  the  principles  of  cardiorespira- 
tory care  may  be  efficiently  performed  by  a con- 
sulting cardiorespiratory  care  unit.  This  special- 
ized team  can  most  effectively  coordinate  all 
phases  of  acute  therapy  for  these  desperately  ill 
patients  . 
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ARMA  TO  SPONSOR  OPEN  CIRCUIT  MEDICAL  TELEVISION 
POSTGRADUATE  PROGRAMS 

Gommencing  Wednesday,  September  21,  1966,  weekly  television  programs 
will  be  sponsored  by  the  Arizona  Medical  Association.  These  will  be  clinical 
programs  designed  for  professional  viewing.  In  Tucson,  the  programs  will  be 
carried  by  station  KUET.  Station  KAET  will  provide  coverage  to  the  Phoenix 
area.  A schedule  of  broadcasting  dates  and  times  will  be  forwarded  to  member 
physicians  in  the  near  future. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  ij 
home  remedies  without  success,  pleasant-tastir, 
CREMOMYCIN  Can  answer  the  call  for  help.  It  can  tj 
counted  on  to  consolidate  fluid  stools,  soothe  intej 
tinal  inflammation,  inhibit  enteric  pathogens,  ar| 
detoxify  putrefactive  materials  — usually  within; 


few  hours. 


CREMOMYCIN  Combines  the  bacteriostatic  agenti 
succinylsulfathiazole  and  neomycin,  with  the  ai 
sorbent  and  protective  demulcents,  kaolin  and  pe, 
tin,  for  comprehensive  control  of  diarrhea.  ' 


INDICATIONS:  Diarrhea.  ; 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ( 
tensive  ulceration  of  bovwel,  or  diverticulosis;  in  hypersensitiv 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prematu 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  w^ 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dysci] 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  j 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  counj 
hepatic  and  renal  function  tests  during  intermittent  or  chrorj 
use.  I 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  the) 
is  history  of  significant  allergies  and/or  asthma.  Continued  m| 
requires  supplementary  vitamins  B;  and  K.  Neomycin:  Watch  •] 


your  for 
Cremomycin 
can  provide  relief 


are-like  neuromuscular  block  during  anesthesia  if  neomycin' 
used  preoperatively  in  large  doses  when  renal  function  is 
ir;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
ar  possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
|h  dosage. 

I'E  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
xia,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
iropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
echiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
I;iuced  fecal  output  of  thiamine  and  decreased  synthesis  of 
min  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

fore  prescribing  or  administering,  read  package  circular  with 
Iduct  or  available  on  request. 

omptly  relieves  diarrheal  distress 


-y  Y G III  O III  y C 1 IT 

iNFTIDIARRHEAL  ^ 

\.nposition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
uivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^MERCK  SHARP  &D0HME 


Division  ol  Merck  & Co..  Inc.,  West  Point,  Pa. 


|iere  today’s  theory  is  tomorrow’s  therapy 


New  > 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


1.  diabetic  patients 


2.  nonpregnant  women  w'ith  a history  of  recent 

or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetrac3xline  or  cortico- 
4,  patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  ini 
formation  consult  Official  Package  Circular.  Indication^ 
Infections  of  respiratory,  gastrointestinal  and  genitourinaij 
tracts  and  skin  and  soft  tissues  due  to  tetracyc1ine'Sens| 
tive  organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  com 
traindicaied  in  patients  hypersensitive  to  its  components 
Warnings:  Photodynamic  reactions  have  been  produced  b| 
tetracyclines.  Natural  and  artificial  sunlight  should  b< 
avoided  during  therapy.  Stop  treatment  if  skin  discomfoni 
occurs.  With  renal  impairment,  systemic  accumulation  aocl 
hepatotoxicity  may  occur.  In  this  situation,  lower  dosej 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  majjj 
be  induced  during  tooth  development  (last  trimester  o! 
pregnancy,  neonatal  period  and  childhood).  Precaution^ 
Bacterial  superinfection  may  occur.  Infants  may  develc^ 
increased  intracranial  pressure  with  bulging  fontanels.  It 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  bi 
conducted  initially  and  monthly  for  3 months.  Aduer^ 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reactiol 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continu 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infe( 
tions.  Administer  one  hour  before  or  2 hours  after  meal: 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tel 
racycline  phosphate  complex  equivalent  to  250  mg.  tetr 
cycline  HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 
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Paul  B.  Jarrett,  M.D. 


A MATTER  OF  DISCIPLINE  AND  MORALE 


We  had  a floor  supervisor  at  the  old  Broad 
Street  Hospital  in  Philadelphia  who  straightened 
out  my  thinking  on  numerous  occasions. 

In  those  days  the  house  staff,  as  well  as  the 
nurses,  got  to  their  feet  when  a staff  member 
appeared. 

One  day  a physician,  who  did  not  enjoy  the 
respect  and  approbation  of  the  medical  com- 
munity, arrived  on  the  floor  and  I decided  to 
ignore  him.  A tug  on  my  sleeve  by  the  floor 
supervisor  brought  me  to  my  feet.  Later,  I 
e.xpressed  the  opinion  that  this  was  a time  con- 
suming, demeaning  and  archaic  custom  that 
required  obeisance  to  some  individuals  who 
deserved  contempt.  She  said  that  when  a soldier 
salutes  an  officer,  he  is  not  announcing  that  this 
is  a superior  being,  he  is  paying  respect  to  higher 
authority,  which,  in  the  final  analysis,  is  invested 
in  the  people.  When  we  get  to  our  feet  when  a 
doctor  arrives,  we  are  paying  respect  to  the 
Healing  Power  he  represents,  which,  in  the  final 
analysis,  is  invested  in  the  Almighty.  When  this 
respect  is  shown,  there  is  good  esprit  de  corps 
and  high  morale,  and  this  is  reflected  in  greater 
efficiency  of  the  serving  unit. 


It  was  her  further  observation  that  as  far  as 
doctors  go,  the  average  one  couldn’t  care  less 
about  whether  anyone  rose  when  he  hove  into 
view,  but  he  did  care  about  the  quality  of  care 
that  his  patients  received,  and  the  one  was 
generally  a reflection  of  the  other. 

She  had  rather  fixed  ideas  about  interns’  uni- 
forms and  shoes,  as  well  as  the  wearing  of  the 
cap  and  her  nurses’  appearance;  and  a period  of 
instruction  at  her  side,  whether  the  subject  was 
medical  or  concerning  ethics  or  morale,  was  apt 
to  stay  with  you.  Lucky  was  the  patient  who  was 
assigned  to  her  floor  and  fortunate  were  we  who 
came  under  her  tutelage. 

I asked  her  once  why,  since  I was  a doctor 
even  though  an  intern,  she  didn’t  get  to  her  feet 
when  I came  around?  She  asked  me  if  I ever 
knew  of  a hen  who  had  hatched  a chick  while 
standing? 

She  had  the  belief  that  a physician  while  per- 
forming his  office,  regardless  of  his  personal  life 
or  convictions,  “had  the  hand  of  God  on  his 
shoidder.” 

I’m  sure  that  she  did. 

Paul  B.  Jarrett,  M.D. 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK&F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only-  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidai ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  ‘Stelazine’  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SKiF  literature  or  PDR. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Arizona  Medicine 


Dear  Doctor: 


■ Please  take  3 minutes 
to  fill  out  the  reverse 
side  of  this  survey  post- 
card for  your  Journal 


TEAR 

OUT 

AND 

MAIL 


FIRST  cuss 

Permit  No.  322 
Scottsdale,  Arizona 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  UNITED  STATES 

POSTAGE  WILL  BE  PAID  BY— 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Suite  201 

4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 


Thank 

you! 


What  is  your  specialty? 

What  is  your  secondary  specialty? 

In  what  size  town  do  you  practice? 

□ Under  50,000  □ 50,000-100,000  □ 100,000-250,000  □ Over  250,000 

What  is  your  age? 

□ Under  40  □ 40-60  □ Over  60 

How  much  time  do  you  devote  to  each  issue  of  this  journal? 

□ Under  15  min.  □ 15  min.  to  1 hr.  □ Over  1 hr. 

Do  you  maintain  this  journal  in  a permanent  file? 

□ Yes  □ No 

What  features  of  this  journal  do  you  regularly  read? 


Do  you  see  pharmaceutical  detailmen 

□ Regularly?  Q Seldom?  □ Never? 

Do  you  read  pharmaceutical  mail 


FILL  IN  READERSHIP  SURVEY 
• TEAR  OUT  POSTCARD  AND  MAIL 


□ Regularly?  □ Seldom? 


□ Never? 


A Teaching  Hospital  — II 


Generally,  when  physicians  consider  the  ques- 
tion of  ownership  of  a hospital  by  a medical 
school  they  tend  to  focus  on  the  problems  whieh 
may  be  ereated  by  such  an  arrangement.  At  least 
three  of  these  problems  warrant  a review  here. 
First,  the  operation  of  a teaching  hospital  costs 
money,  especially  since  the  clinical  teaching 
load  which  is  “serviced”  by  such  a hospital  may 
take  origin  from  within  any  county  in  the  state 
and  the  load  is  often  indigent  in  character.  Sec- 
ond, it  stretches  the  local  supply  of  nurses  and 
other  health-trained  personnel,  since  these  per- 
sons ordinarily  come  from  a pool  of  relatively 
fixed  size  within  commuting  distance  of  the 
hospital.  As  a result,  the  wage  scale  increases 
and  this,  in  turn,  elevates  the  per  diem  cost  of 
the  hospital  bed.  Third,  there  are  some  who  feel 
that  a university  hospital  may  jeopardize  the 
underlying  economics  of  both  hospital  and  pro- 
fessional practice  by  drawing  patients  away  from 
the  private  sector. 

Naturally,  we  should  all  be  concerned  about 
the  expenses  which  may  be  involved  in  the 
operation  of  any  hospital.  However,  this  ques- 
tion should  be  examined  in  its  proper  context 
and  perspective.  The  operating  expenses  of  a 
teaching  hospital  can  be  attributed  to  two  func- 
tions: the  instructional  budget  and  the  patient- 
care  budget.  The  instructional  budget  is  the 
purchase  of  instructional  time  and  is  not  related 
to  the  question  of  who  owns  the  hospital.  Sim- 
ilarly, the  cost  of  caring  for  the  patients  who  are 
participating  in  the  teaching  program  has  to  be 
met  somewhere  in  the  state.  In  other  words,  this 
portion  of  the  expense  is  already  being  met. 
The  establishment  of  a teaching  hospital  simply 
brings  these  expenses  together  and  puts  them 
under  one  roof. 

The  objection  which  relates  to  the  increased 
per  diem  cost  which  may  follow  the  opening  of 
new  hospital  beds  is  a very  realistic  one.  How- 
ever, this  too  must  be  kept  in  perspective.  In 
other  words,  it  may  follow  the  opening  of  new 
hospital  beds  in  any  community  and  is  not  re- 
lated, per  se,  to  whether  or  not  the  beds  are 
“teaching”  beds.  Therefore,  our  concern  must  be 


with  the  degree  to  which  the  educational  re- 
quirements of  the  medical  school  are,  or  are  not, 
synonymous  with  the  community  requirements 
for  the  hospital  beds.  To  the  extent  that  they 
are  synonymous,  we  have  no  problem.  Where 
they  are  different  there  must  be  additional  hos- 
pital beds.  In  Tucson,  a survey  of  health  facilities 
was  recently  completed  by  its  Hospital  Planning 
Council.  The  survey  clearly  showed  that  the 
average  number  of  short-term  hospital  beds  in 
non-federal  hospitals  per  thousand  persons  in 
this  community  has  not  kept  pace  with  the 
national  average.  As  a result,  Tucson  has  a very 
high  utilization  rate  for  its  hospital  beds.  There 
is  no  evidence  that  the  existing  and  demonstrated 
requirements  for  hospital  beds  in  Tucson  will 
decrease.  Therefore,  some  additional  beds  will 
be  required  in  Tucson  before  long.  When  one 
further  considers  that  a substantial  portion  of 
the  clinical  requirements  of  the  medical  school 
will  be  oriented  to  the  state,  rather  than  to 
Tucson  ,then  to  this  extent  our  requirements  are 
not  synonymous  with  those  in  the  community 
and  new  beds  are  necessary  on  those  grounds 
as  well. 

The  fear  that  a university  hospital  may  draw 
patients  away  from  the  private  sector  is  of  very 
real  concern  to  some,  in  spite  of  favorable 
experience  which  other  communities  have  re- 
ported with  respect  to  this  question. 

As  examples;  when  university  hospitals  opened 
in  Gainesville,  Florida;  Lexington,  Kentucky; 
Jackson,  Mississippi;  Morgantown,  West  Vir- 
ginia and  Winston-Salem,  North  Carolina  the 
occupancy  rates  of  adjacent  community  hospitals 
were  not  depressed.  Rather,  the  effect  of  open- 
ing the  university  hospital  was  to  increase  the 
demand  for  patient  services.  In  other  words,  it 
appears  this  particular  fear  is  not  only  unsub- 
stantiated but  may  instead  have  an  effect  which 
is  the  reverse  of  the  one  which  is  usually 
stated. 
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PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble.  — These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which  a 
physician  may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with  members  of 
allied  professions,  and  with  the  public. 

Section  1.  — The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full-measure  of 
service  and  devotion. 

Section  2.  — Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  available  to  their 
patients  and  colleagues  the  benefits  of  their  professional  attain- 
ments. 

Section  3.  — A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  voluntarily 
associate  professionally  with  anyone  who  violates  this  principle. 

Section  4.  — The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral  character 
or  professional  competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession  and  accept  its 
self-imposed  disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the  profession. 

Section  5.  — A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he  may 
not  neglect  him;  and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  — A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7.  — In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the  patient. 

Section  8.  — A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  enhanced  thereby. 

Section  9.  — A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  character  of  patients,  unless 
he  is  required  to  do  so  by  law  or  unless  it  becomes  necessary 
in  order  to  protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10.  — The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend  not  only 
to  the  individual,  but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDIGINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
GINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Identi-Code 


In  these  days  of  progressive  government  reg- 
ulations when  we  no  longer  need  or  are  per- 
mitted to  think  exclusively  of  or  for  ourselves, 
it  is  refreshing  and  gratifying  to  see  a privately 
owned,  independent,  non-subsidized,  profit-mak- 
ing organization  develop  regulations  pertaining 
to  the  standardization,  identification,  and  distri- 
bution of  its  own  manufactured  product  without 
stimulation  or  coercion  by  any  agency,  regula- 
tion or  law  except  its  own  conscience  and  mer- 
chandising ability. 

Congratulations  to  Eli  Lilly  and  Company  for 
their  Identi-Code  systena  of  positive  product 
identification. 

This  new  system  consists  of  a combination  of 
one  letter  and  two  numerals  which  specify  the 
form  and  formula  of  Lilly  medications  when 
reference  is  made  to  a Lilly  Identi-Code  Index, 
copies  of  which  are  already  being  distributed 
to  all  individuals  and  agencies  dealing  in  medi- 
cine and  medical  emergencies. 

It  would  be  superfluous  to  mention  the  many 
indications  for  a system  such  as  this;  rapid  identi- 
fication of  an  agent  in  just  one  case  of  misuse  or 
overdosage  would  be  indication  enough,  but  the 
value  of  any  identification  system  whatsoever 
is  imperative  because  of  the  fact  that  today  more 
than  one  thousand  companies  manufacture  a 
plain  white  unidentified  tablet  — each  contain- 
ing a variety  of  formulations  — and  each  having 
a different  therapeutic  indication. 

Roland  F.  Schoen,  M.D. 

Editor 
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Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
)ver  gj^.  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 


new  bidCAPS 

(tetracycline  phosphate  complex) 


laximum  patient  savings.  New 

dCAPS  now  enable  you  to  pre- 
:ribetetracycline  in  an  even  more 
:onomical,  more  convenient 
>rm.  Your  patient's  prescription 
3llar  gets  maximum  value:  a 
^ily^CAPS  dose  is  priced  lower 
an  any  other  leading  brand  of 
tracycline— b.i.d.  or  q.i.d. 

^ell  tolerated.  Tetrex  (tetracy- 
ine  phosphate  complex)  is  well 
'lerated.  Gastrointestinal  side 
fects  are  few;  photodynamic 
^actions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  infor- 
mation consult  Official  Package  Circular.  Jnd/cof/ons; 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Confra/nd/cot/ons:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Warnings;  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  Induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precouf/ons;  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  In- 
creased Intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reaclions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two 
hours  after  meals. 

Reference:  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuharic, 
H.  A.,  and  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Int.  Med. 
107:204  (Feb.)  1961. 


BRISTOL 


ch  ^CAP  contains:  Tetrex  (tetracycline  phosphate  complex  equivalent  to  500  mg.  tetracycline  HCI  activity). 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

brand  reagent  strips 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH —values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100, 300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available.-  Labstix  Reagent  Strips,  bottles  of  100  {color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  aivies 
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EDITORIALS 


MEDICAL  ETHICS 

A CONTINUATION 

John  W.  Kennedy,  M.  D. 


SECTION  3 

A physician  should  practice  a method  of 
healing  founded  on  a scientific  basis:  and 
he  should  not  voluntarily  associate  profes- 
sionally with  anyone  who  violates  this 
principle. 

SECTION  4 

The  medical  profession  should  safeguard 
the  public  and  itself  against  physicians  de- 
ficient in  moral  character  or  professional 
competence.  Physicians  should  observe  all 
laws,  uphold  the  dignity  and  honor  of  the 
profession  and  accept  its  self-imposed  disci- 
plines. They  should  expose,  without  hesita- 
tion, illegal  or  unethical  conduct  of  fellow 
members  of  the  profession. 

Ethics,  like  the  weather,  receives  a great  deal 
of  talk  therapy  and  complacent  compliance.  The 
professional  training  in  medical  schools  is  “load- 
ed” with  scientific  smorgasbord,  leavened  later 
with  “the  art”,  and  sprinkled  with  a couple  of 
lectures  on  ethics. 

We  are  directed,  in  the  above  “command- 
ments” not  to  give  aid  and  comfort  to  the  cult- 
ists,  and  not  to  “pass  by  on  the  other  side  of  the 
road”  when  our  own  members  indulge  in  be- 
smirching conduct.  The  terms  — profession  and 


doctor  — have  now  been  denuded  of  the  aura  — 
said  to  have,  in  the  past,  surrounded  the  phy- 
sician and  the  art.  Things  are  not  as  they  were 
— in  the  good  old  days  — in  fact  they  never  were. 

As  the  accessory  paraphernalia  of  medicine 
demands  more  technical  ancillary  forces,  so  the 
personal  “art  of  medicine”  or  bedside  medicine 
tends  to  recede.  It  is  especially  desirable,  that 
we  stimulate  the  laggard,  and  flag  down  the 
few  of  our  own  members  who  skirt  the  margins 
of  decent  personal  and  professional  conduct. 

When  one  incompetent  practitioner  is  recog- 
nized, all  of  us  as  individuals  resent  the  public 
criticism  cast  against  us.  But  how  well  do  we 
support  our  own  professional  committee  mem- 
bers who  must  perform  the  chastisement?  Often 
we  hear  cries  of  oppression,  persecution,  preju- 
dice, professional  jealousy,  all  of  these  roar  down 
the  hospital  corridors.  Now  let  us  give  equable, 
considered  support  to  the  properly  constituted 
professional  “watch  and  ward”  activities.  These 
are  our  own  regulated  methods  of  protection. 

With  the  advent  of  Medicare  let  doctors 
everywhere  be  bold,  decisive,  and  witli  earthy 
honesty  avoid  the  charlatans  and  support  our 
stalwarts.  Ethics  and  decent  behavior  have  not, 
as  yet,  been  abrogated  by  the  new  Federalism. 
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Adaptation  from 
Shakespeare  Rare  Print 
Collection 


''Give  me  a bowl  of  wine 

—in  this  I bury 

2 all  unkindness” 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 


Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress.  Doctor,  in  your  rug- 
ged profession. 


Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 
24-page  folder,  “WINE  COOKERY  THE  EASY  WAY,’’  which 
will  help  her  to  relax  in  the  kitchen  (and  help  you  at  the  bar- 
becue]. We’ll  mail  it  to  you  [free]  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,’’  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 


As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome  — and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine.  Doctor— to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 
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Arizona  Medicine 


IT’S  AS  PUIN 
AS  THE 
NOSE  ON  HIS 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs* 

(Dimetane®  [brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  2^1:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


® the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


72  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  - . . 

/I'H'DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


SQUIBB  NOTES  ON  THERAPY. 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
I nilamide  administered  to  edematous 
I patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. •"> 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
ifective  diuresis,  investigators  began  to 
1 look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.*^  The  in- 
jcrease  in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
[excretion  of  potassium."  And,  like  its 
jpredecessor,  acetazolamide  precipitated 
imild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

|The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/lOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.'’  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**-^'* 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.^^  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.^^  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  .to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. i- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide.. 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 

References:  1.  Southworth,  H.:  Proc.  Soc. 
Ekper.  Biol.  & Med.  i6:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  (hum- 
ming, J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orlotf,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
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Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin' 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


|l 

ill 


Squibb 


■The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maken 


tablets 


(norethindrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. ^-3.7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications ; Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  Tf  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Paio 
Aito,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W,,  Moses. 
L.  E.,  and  Eliis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyier,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudei,  H.  W.,  Mar- 
tinez-Manautou,J.,and  Maqueo-Topete,  M,:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  II,  Flowers,  C.  E-,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr,:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low. Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC  , PALO  ALTO.  CALIF 


Norinyl..«m 

(norethindrone  2 mg  c mestranol  %/0  1 mg  ) 

for  multiple  contraceptive  action 
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IN  MEMORIAM 


Donald  E.  Nelson,  M.D. 
1911-1966 

Donald  E.  .Nelson,  M.D.,  Chairman  of  the 
state  board  of  juvenile  institutions  and  a member 
of  the  Safford  City  Couneil,  died  May  30,  1966. 

Dr.  Nelson,  a native  of  Illinois,  attended  the 
University  of  Wisconsin  and  was  a graduate  of 
Rush  Medical  School,  Chicago.  He  came  to 
Arizona  in  1941  and  established  practice  in 
Safford. 

He  was  a board  member  of  the  Arizona  Med- 
ical Association,  past  president  of  the  Arizona 
Academy  of  General  Practitioners  and  the  Gra- 
ham County  Medical  Society,  and  was  a charter 
member  of  the  American-Mexican  Medical 
Society. 

He  was  a member  of  the  board  of  directors 
of  the  Safford-Graham  County  Chamber  of  Com- 
merce, and  was  a past  president  of  the  Copper 
Council,  Boy  Scouts  of  America.  He  was  a 
member  of  the  Elks,  the  Odd  Eellows,  and  was 
a past  president  of  the  Safford  Rotary  Club. 

Survivors  include  his  wife,  Isabell,  of  Safford; 
two  sons.  Nelson  Story  of  Safford  and  Donald  E. 
Nelson,  Jr.,  in  the  Air  Eorce;  two  daughters, 
Mrs.  Timilie  Woodruff  of  Carson  City,  Nev.,  and 
Mrs.  Karen  Olson,  Mason  City,  Iowa;  a brother. 
Dr.  Warren  J.  Nelson  of  Springfield,  Va.;  two 
sisters,  Mrs.  Boyd  Clark  of  Yuma  and  Mrs. 
Margaret  Hobbs  of  Wilmington,  Del.;  and  four 
grandchildren. 


ANNOUNCEMENT 

PROGRAMS  OF  MEDICAL 
INTEREST 
TO  BE  TELEVISED 
BEGINNING  WEDNESDAY, 
SEPTEMBER  21,  1966 
SPONSORED  BY  THE  ARIZONA 
MEDICAL  ASSOCIATION,  INC. 

(see  page  663  for  additional  information) 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Malcolm  F.  Dorfman,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

VVilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allo^barbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  Vi  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op'er-a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
'The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

. OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


PARAMUS  COIN 
EXCHANGE 


The  East's  Largest  Coin  Exchange 


OFFERS  U.S. 

GOLD 

FOR  YOUR 

FUTURE 

ALL  BRILLIANT 

UNCIRCULATED 

$20  Gold  pieces 

$3  Gold  pieces 

Liberty  

.$  54.95 

$349.00 

St.  Gaudens  . . . . 

.$  54.95 

$2.50  Gold  pieces 

$10  Gold  pieces 

Liberty  

...$  52.95 

Liberty  

.$  32.95 

Indian  

...$  32.95 

Indian  

.$  52.95 

$1  Gold  pieces 

$5  Gold  pieces 

Type  1 

. . .$  49.95 

Liberty  

.$  23.95 

Type  2 

. . .$250.00 

Indian  

.$  32.95 

Type  3 

...$  75.00 

SETS 

Liberty  Gold  Type  Set  4 Coins  $159.95 

Indian  Gold  Type  Set  4 Coins  $169.95 

ALL  COINS  IN  CUSTOM  PLASTIC  CASES 
U.  S.  SILVER  DOLLARS  Single  $2.00 

BRILLIANT  Roll  $39.95 

UNCIRCULATED  Bag  $1695.00 

Gold  and  Silver  is  Today’s  Best  Investment 


Paramus  Coin  Exchange  A.N.A.  Member 

Bergen  Mall  Shopping  Center 

Paramus,  N.J.  07652  201-342,2600 

Gentlemen:  Please  ship  the  following: 


NAME  

ADDRESS  

CITY  STATE  

BILL  MY  D.C.  ACCT.  # 

BILL  MY  AMER.  EXP.  ACCT.  # 

For  other  coin  values  send  for  free  catalogue! 


688 


Arizona  Medicine 


ponwoir 
antiemetlcpie 
est  elewe”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
‘its  antiemetic  potency*  is  high”  (‘‘son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine 


SEARLE 


relied  on  round  the  world  ■ 

Dramamine* 

■ ■ brand  of  ■ ■ ■ . 

dimenhydnnate 

classic  antinauseant 


Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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what's  Your  Line? 


Insects? 


TIME-MIST  gives  you  round-the-clock  precision  control 


Kill  odors  at  the  source!  Eliminate  bacteria  to  end  air-borne  dan- 
ger of  infection!  Knock  flying  insects  down  and  out!  Only  TIME- 
MIST  can  do  all  three  jobs  — effectively,  dependably,  consistently 
— and  automatically.  TIME-MIST  timed  automatic  aerosol  dis- 
penser units  and  TIME-MIST  high-concentration  formulations  for 
odor,  bacteria  and  insect  control  are  effective,  reliable,  attractive 
and  economical.  One  loading  protects  an  average-sized  room  for 
30  full  days  right  around  the  clock . . . measures  the  right  amount 
of  aerosol  at  the  right  interval  for  constant  protection.  Place  TIME- 
MIST— insert  your  choice  of  TIME-MIST  aerosol  container.  Plug 
it  in  — and  forget  it! 

TIME-MIST,  created  by  General  Time,  world's  largest  preci- 
sion clock  maker,  is  right  for  you  . . . right  for  your  line.  Hospitals 
and  Nursing  Homes  get  assured  protection.  Maintenance  con- 
tractors gain  satisfied  clients.  Write  us  today  for  full  details  on 
TIME-MIST  aerosols  and  TIME-MIST  dispensing  units  — the  line 
that's  matched  to  your  line. 


Bacteria,  insects,  even  stubborn  odor  prob 
lems  of  carcinomas,  diabetes  and  gangrene 
"knuckle  under"  to  this  attractive  unit  and  it 
aerosol  formulations.  They're  TIME-MISl 
created  by  General  Time. 


Distributed  in  Arizona  by  Lily  Ice  Cream  Company 


i 


I, 


• 345  So.  Campbell,  Tucson  • 624-2468 


1 1 T 1 South  Central,  Phoenix 


• 253- 
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(FEDERAL 
MEDICAL 
PROGRAMS 


DIRECT  BILLING 
UNDER  MEDICARE 


The  doctor  using  direct  billing  will  NOT 
need  to  concern  himself  with: 


. . . introduce  your  patient  to 

41] 

(BENZTHIAZIDE) 
AQUATAG  (Benzthiazide)  is  a potent,  orally 
active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 

DIURETIC  ACTION:  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re- 
sults in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chloruretic,  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours.  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours.  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion.  Edematous  patients  receiving  50  mg,  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day, 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart-failure  patients,  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48-hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide. 


DOSAGE:  Diuresis,  initially  50  to  200  mg,;  maintenance  25  to  150  mg.,  daily.  Hyper- 
tension 50  to  100  mg.  initially,  adjusted  to  50  mg,  t,i,d,  or  downward  to  minimal  effective 
dosage  level, 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased.  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma.  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%,  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determinations.should  be  performed  and  Imbalance,  if  any,  corrected.  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred.  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established.  Until  further  experience  has  been  obtained, 
tbe  use  of  the  drug  in  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus. 


CONTRAINDICATIONS:  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia.  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  properties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  "Warnings"  above.) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia. 
Other  reactions  may  include  blood  dyscrasias,  byperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache. 
Hepatic  fetor,  tremor,  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis.  Insulin  requirements  may  be  altered 
in  diabetes.  AQUATAG  (benzthiazide)  should  be 
used  with  caution  post-operatively  as  hypokalemia 
is  not  uncommon.  Potassium  supplementation  may  be 
advisable  pre-  and  post-operatively.  There  have  been 
occasional  reports  of  thrombocytopenia,  leukopenia, 
agranulocytosis,  aplastic  anemia  and  precipitation  of 
acute  pancreatitis  or  jaundice. 

Before  prescribing  or  administering,  read  the  pack- 
age insert  or  file  card  available  on  request. 

Available  as  25  or  50  mg.  scored  tablets. 

Request  clinical  samples  and  literature  on  your 
letterhead. 


S.J.TUTAG 

& COMPANY 

Detroit,  Michigan  48234 


a.  The  eligibility  status  of  the  patient  and  ex- 
tent of  coverage; 

b.  A distinction  between  “covered”  and  “ex- 
cluded” services; 

c.  The  status  of  the  Part  “B”  deductible; 

d.  The  application  of  the  $20  Outpatient  Diag- 
nostic Service; 

Deductible  (Part  “A”)  as  a credit  toward 
the  $50  Part  “B”  deductible 

e.  The  application  of  the  “three  month  carry 
over”  provisions  from  a previous  calendar 
year  to  the  Part  B deductible; 

f.  The  20%  coinsurance  provisions  with  the 
inevitable  need  for  double-billing  when  as- 
signments are  accepted; 

g.  The  technical  problem  of  calculating  the 
20%  coinsurance  factor  prior  to  notification 
of  the  fee  determined  by  the  carrier  as 
“reasonable”; 

h.  The  relation  of  what  the  physician  feels  his 
service  is  worth  as  opposed  to  what  the 
carrier  defines  as  a “reasonable”  charge; 

i.  The  presence  or  absence  of  supplementary 
or  complementary  coverage; 

].  Limitations  of  payment  for  outpatient  serv- 
ices for  psychiatric  conditions; 

k.  The  use  of  prescribed  forms;  and 

l.  Direct  billing  does  not  require  the  listing 
of  a diagnosis  on  the  receipted  bill. 
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Deluxe  Medical  Suites  Available  December  1966 


NORTH  PARK  MEDICAL  CENTER 

78  West  Ray  Road 
Chandler,  Arizona 

SHULTS  REALTY  CO. 

969-5509 


NOW 

AVAILABLE 

HANDSOME,  DURABLE  WHITE  & GOLD  VINYL 
COVERED  BINDERS  TO  PRESERVE  PAST  ISSUES 
OF  ARIZONA  MEDICINE.  EACH  BINDER  HOLDS 
UP  TO  TWELVE  ISSUES 

^y^rizona ]\fedicine 

p.o.  box  128  Scottsdale,  arizona  85252 
PLEASE  SEND BINDERS- 

. Name 

Address 

I understand  that  I will  be  billed  for  these. 


ORDER  YOURS  TODAY 


ONLY 

$300 


EACH 
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May  9,  1966 

Charles  E.  Henderson,  M.D. 

Secretary  — Board  of  Directors  — ArMA 
Dear  Charlie: 

Please  thank  the  Board  of  Directors  for  me  for 
the  great  honor  they  paid  me  in  presenting  the 
handsome  plaque  at  the  President’s  Banquet  dur- 
ing the  recent  meeting.  I was  most  moved  by  the 
gesture,  and  I am  happy  only  that  I did  not  have 
to  give  a speech  of  response,  since  you  then 
would  have  seen  the  eighth  wonder  of  the 
modern  world,  a psychiatrist  who  was  speechless. 

I have  one  or  two  questions  to  ask.  First  of  all 
how  does  one  obtain  a copy  of  the  book  on 
early  medicine  in  Arizona?  Second,  is  there  any 
way  I can  get  either  a transcript  or  a tape  of  the 
address  by  Dr.  Kenneth  McFarland  which  was 
given  at  the  President’s  Banquet? 

Cordially, 

Lindsay  E.  Beaton,  M.D. 

Chairman 

A.M.A  Council  on  Mental  Health 


May  19,  1966 

Paul  B.  Jarre tt,  M.D. 

President  — ArMA 
Dear  Doctor  Jarrett: 

This  will  probably  be  the  last  note  that  I will 
be  writing  to  the  Medical  Association  as  the 
State  Health  Officer.  Realizing  this,  gives  me 
pangs  of  regret  that  I will  not  have  the  oppor- 
tunities to  work  closely  with  such  a fine  profes- 
sional group  as  is  the  Arizona  Medical  Asso- 
ciation. 

I must  also  say  that  I was  deeply  touched  and 
honored  to  receive  the  perfectly  splendid  book 
published  by  UNESCO.  The  book  in  itself  has 
great  intrinsic  value  to  both  Mrs.  Moore  and 
me,  but  most  especially  do  I value  the  thoughts 
expressed  and  the  many  signatures  appended  in 
the  book.  This  expression,  as  well  as  the  book, 
will  always  remain  one  of  my  most  prized 
treasures. 

We  look  forward  to  returning  to  Arizona  some 
day,  resuming  some  sort  of  public  service.  In 
the  meantime,  I will  follow  with  genuine  inter- 
est, the  development  of  our  Association  as  it 
enters  this  new  era  of  practice  which  was  thrust 
upon  us  by  the  89th  Congress.  I feel  confident 
that  Arizona’s  physicians  will  continue  their  re- 
sponsible and  thoughtful  efforts  to  guide  the 
destinies  and  directions  of  the  healing  arts  which 
will  render  great  service  to  the  people  of  this 


I CORRESPONDENCE 

wonderful  State. 

Before  closing,  may  I say  a word  or  two  about 
my  successor.  Doctor  Spendlove?  I hope  you  will 
get  to  know  him  well.  He  is  a man  of  character, 
intelligence,  and  dedication  to  public  service. 

He  is  a real  “pro”  in  the  public  health  field.  One  ' 
reason  Doctor  Spendlove  and  I joined  forces 
last  winter  was,  I believe,  that  we  shared  a com- 
mon philosophy  about  the  mutual  responsibilities 
that  organized  medicine  and  Public  Health  have. 

You  will  find  him  a delightful  person,  as  well  a,s 
a man  you  can  count  on  to  support  all  that  is 
good  in  medicine. 

Again,  let  me  say  that  the  warm  personal  and 
professional  relationship  which  developed  is,  I 
feel,  one  of  the  finest  things  that  can  happen 
to  a man  in  public  office.  I don’t  expect  a similar 
relationship  to  develop  in  a land  half-way 
around  the  world  where  people  speak  a totally 
foreign  tongue,  and  in  a land  whose  political 
climate,  at  this  point,  seems  to  be  enigmatic, 
to  say  the  least. 

Sincerely, 

William  J.  Moore,  M.D. 

Arizona  State  Department  of  Health 


April  30,  1966 

Dr.  Paul  B.  Jarrett,  President  — ArMA 
Dear  Dr.  Jarrett: 

Although  it  was  my  privilege  to  be  present  in 
person  for  the  presentation  of  a check  in  the 
amount  of  $4,699.09  to  the  University  of  Ari- 
zona School  of  Medicine,  from  the  American 
Medical  Association  Education  and  Research 
Foundation,  it  was  not  enough  to  have  had  an 
opportunity  to  thank  you  in  person. 

I should  like  to  have  the  membership  of  the 
Association  know  how  deeply  grateful  those  of 
us  responsible  for  the  developing  College  of 
Medicine  are  to  the  members  of  our  profession 
within  the  state  who,  through  their  efforts  and 
contributions,  have  made  this  gift  possible.  Par- 
ticularly, as  I tried  to  indicate  when  I accepted 
the  check,  I feel  that  this  is,  once  again,  an 
expression  of  the  conviction  which  professional 
people  have  with  respect  to  forwarding  into  the 
next  generation  the  opportunities  which  they 
themselves  have  enjoyed.  It  is  in  this  latter 
context  that  the  College  of  Medicine  accepts 
this  assistance  from  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation. 

Very  sincerely  yours. 

Merlin  K.  DuVal,  Jr.,  M.D. 
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In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation: history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy:  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia): 
sudden  weight  gain  (water  retention):  skin  reactions: 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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”The  response  in  most  cases 
is  dramatic...” 

Lowell, J.B.: New  EnglandJ. Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tabtet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU<45t3 

Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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you’ve  ever  had  to  hunt  for 
your  EGG  cables,  straps,  electrodes 
. . . pull  out  the  wall  plug 
and  reverse  it... struggle  with 
paper  that  wouldn’t  thread 
...  or  needed  a faster  chart 
speed  or  different  sensitivity... 


« 


you 

should  have  a 500  Viso 
to  save  you  time. 


All  electrodes,  straps,  Reverse  power  line  polar-  Reload  Permapaper  chart  All  500  Vise’s  have  25  and 

Redux  Creme  and  cables  ity  on  500  by  pushbutton,  rolls  with  no  threading,  in  50  mm/sec.  chart  speeds 

store  conveniently  inside  seconds  (one  roll  makes  . . . Va,  1 or  2X  sensitivity 

500  Viso.  25  12-lead  tests).  settings  for  optimum  trace 

amplitude. 

HEWLETT  — 

PACKARD  M SANBORN 
mt  DIVISION 

Measuring  for  Medicine  and  the  Life  Sciences 
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^quau)  peak 


0^  Pith^ 


^ketckeJ 

Phneet  Pk^ieiani 
k^  i(nf  fuick  Jake 


ITEM 

This  Arizona  practitioner  had  several  firsts. 
He  was  the  first  ophthalmologist  to  locate  and 
practice  in  Arizona.  He  reported  cases  of  “rabbit 
septicemia,”  as  early  as  1907.  They  were  not 
called  tnlaremia  because  this  term  was  not 
coined  until  1911,  when  McCoy  worked  out  the 
true  etiology  of  the  disease  in  rabbits.  Six  cases 
were  reported  by  this  doctor  at  a meeting  of 
the  Arizona  State  Medical  Association  in  Pres- 
cott in  1909  in  a paper  entitled  “Infection  of  the 
Conjunctiva”  and  under  the  heading  “Rabbit  sep- 
ticemia.” In  one  of  these  case  reports  in  South- 
western Medicine,  where  he  reviewed  it  in  1926, 
the  February  number,  he  reports  a case:  “E.  W., 
age  11,  presented  himself  to  me  with  the  follow- 
ing history  August  5,  1907,  ‘ten  days  ago,  first 
noticed  a small  pimple  on  the  upper  lid  of  the 
left  eye,  accompanied  by  tearing,  pain  and 
swelling  of  the  lips.  The  following  day  had  four 
light  chills.’  He  gave  a history  of  having  handled 
jack  rabbits.  He  recorded  further  that  one  of  his 
patients  he  had  seen  in  1907  had  blood  drawn 
June  25,  1925  and  this  was  reported  to  still  have 
a positive  agglutination  ‘complete  in  one  to  ten 
dilution  and  partial  in  the  one  to  twenty  dilu- 
tion,” this  was  reported  by  Dr.  Francis  of  the 
United  States  Public  Health  Service,  the  investi- 
gator who  first  established  that  the  disease  dis- 
covered by  McCoy  in  the  ground  squirrels  and 
rodents  in  Tulare  County,  California,  that  this 
indeed  was  transmissable  to  humans  and  that 
Dr.  Ancil  Martin  had  first  recognized  it.  He 
termed  Dr.  Martin  the  “father  of  tularemia.”  Dr. 
Martin  was  the  first  to  have  an  x-ray  apparatus 
in  the  State  of  Arizona,  he  bought  one  in  1898 
a few  months  after  the  announcement  of  the 
discovery  by  Roentgen,  he  served  as  the  first 
President  of  the  Board  of  Medical  Examiners  of 


the  State  when  it  was  organized.  He  practiced 
in  Phoenix  from  1895  to  1926. 

ITEM 

This  physician  was  reported  to  have  been  the 
first  automobile  casualty  in  Arizona.  He  was  a 
well  known  physician  of  Tucson,  Arizona,  and 
was  killed  by  the  overturning  of  his  automobile 
a few  miles  north  of  Tucson,  on  February  27, 
1910.  It  was  stated  that  he  was  an  “expert  auto- 
mobilist”  and  he  was  supposed  to  have  been  the 
first  to  cross  the  desert  from  Los  Angeles  to 
Arizona  in  a machine  in  1907.  He  was  one  of 
four  who  started  the  trip  and  the  only  one  to 
finish.  This  was  reported  in  the  Southern  Cali- 
fornia Practitioner,  volume  XXV,  No.  4,  April 
1910,  page  199,  and  the  physician  was  Dr.  Walter 
B.  Purcell. 

ITEM 

This  physician,  who  incidentally  never  held  a 
license  to  practice  medicine  in  the  State  of 
Arizona,  and  was  very  proud  of  this  fact,  in  a 
Presidential  address  to  the  Arizona  Medical 
Association  delivered  in  Phoenix,  April  20,  1910, 
and  reported  in  the  Southern  California  Practi- 
tioner, Volume  XXV,  No.  5,  page  218  to  220, 
May  1910,  had  this  to  say  about  medical  educa- 
tion. The  United  States  had  as  many  medical 
schools  as  the  rest  of  the  world,  144  compared 
with  165  in  the  rest  of  the  world,  at  that  time. 
A large  number  of  these  medical  schools  con- 
form to  very  low  standards. 

He  urged  all  physicians  to  lend  support  to  the 
improvement  of  medical  schools  and  advocated 
at  least  one  year  of  college  prior  to  the  entrance 
to  the  medical  school. 

This  was  the  redoubtable  R.  N.  Looney,  M.D., 
of  Prescott,  who  contributed  so  much  to  early 
Arizona  organized  medicine. 

John  W.  Kennedy,  M.D. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E“  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understandingof  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN-  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merck  i Co.,  INC.,  West  Point,  Pa.  1 
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INDOCIN 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankyiosing)  spondyiitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  uicer,  gastritis, 
regionai  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


SELF-DIAGNOSIS 

Nearly  all  your  waking  hours 
are  given  to  the  cause  of  medi- 
cine. But  there  never  seems  to 
be  time  to  think  about  your 
own  problems,  or  future  plans 
for  your  family. 

We  urge  you  to  join  with  our 
many  other  friends  and  cus- 
tomers of  the  medical  profes- 
sion, and  arrange  for  a visit  — 
with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  as 
thoroughly  as  you  wish.  Let  an 
experienced  Trust  Officer 
show  you  how  the  group- 
judgment  of  specialists  in  the 
Trust  field  will  insure  your 
estate  being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will, 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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The  only  tiling  better  than 
Blue  Cross/ Bine  Shield  is 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


BOARD  OF  MEDICAL  EXAMINERS 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
July  9,  1966,  issued  licenses  to  practice  medicine 
in  the  State  of  Arizona  to  the  following  doctors 
of  medicine: 

4540  ANDERSEN,  Robert  L.  (D),  Mayo  Clin- 
ic, Rochester,  Minnesota. 

4541  ^ANDERSON,  Leo  E.  (ADM),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Arizona. 

4542  ASHFORD,  Rowell  S.  (OBG),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Arizona. 

4543  BARLOW,  Ronald  S.  (U),  Univ.  of  Okla. 
Med.  Ctr.,  Okla.  City,  Okla. 

4544  BARNES,  Ronald  E.  (GS),  Maricopa  Co. 
Gen.  Hosp.,  Phoenix,  Arizona. 

4545  BENNETT,  Jack  L.  (CP),  618  Central 
Avenue,  Safford,  Arizona. 

4546  BONNETT,  JR.,  Charles  A.  (ORS),  c/o 
Rancho  Los  Amigos  Hosp.,  Downey,  Calif. 

4547  BRUCER,  Marshall  H.  (R),  1641  N.  Tu- 
cson Blvd.,  Tucson,  Arizona. 

4548  BYBEE,  Paul  R.  (P),  444  West  Osborn 
Rd.,  Phoenix,  Arizona. 

4549  CANNON,  George  L.  (IM-C),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Arizona. 

4550  CARRELL,  JR.,  William  D.  (IM),  V.A. 
Hospital,  Long  Beach,  California. 

4551  CHALEF,  Rita  M.  (CHP),  212  Robby 
Lane,  Manhasset  Hills,  New  York. 

4552  CHARLES,  John  B.  (GS),  1313  North 
2nd  Street,  Phoenix,  Arizona. 

4553  CHLOUPEK,  William  N.  (GP),  2021 
North  24th  Street,  Phoenix,  Arizona. 

4554  CHRISTMAN,  Eldon  W.  (GP),  97  N. 
Arizona  Place,  Chandler,  Arizona. 

4555  ^COBB,  Lucy  M.  (P),  Arizona  State 
Hosp.,  Phoenix,  Arizona. 

4556  COLE,  Ronald  W.  (GP),  Grand  Canyon 
Hosp.,  Grand  Canyon,  Arizona.  (Deceased 
8/6/66) 

4557  CONLEY,  Edward  J.  (PD),  St.  Joseph’s 
Hosp.,  Phoenix,  Arizona. 

4558  CORNELL,  William  P.  (GS-TS),  926  E. 
McDowell  Road,  Phoenix,  Arizona. 

4559  DANIELSON,  Harry  A.  (NS),  2021  North 
Central  Avenue,  Phoenix,  Arizona. 

4560  ‘^ENGLEHART,  Charles  E.  (P),  Arizona 
State  Hosp.,  Phoenix,  Arizona. 

4561  FATHEREE,  Jack  D.  (PH),  Ariz.  Dept, 
of  Health,  Phoenix,  Arizona. 

4562  GODERSKY,  Robert  G.  (PH),  Ariz.  State 
Dept,  of  Health,  Phoenix,  Arizona. 


4563*  GORDON,  Arthur  A.  (P),  Arizona  State 
Hosp.,  Phoenix,  Arizona. 

4564  HEALY,  John  P.  (OPH),  425  W.  5th 
Place,  Mesa,  Arizona. 

4565  HILDEBRAND,  John  E.  (GS),  802  W. 
Anderson  Rd.,  Flagstaff,  Arizona. 

4566  HILDEBRAND,  Rebecca  A.  B.  (GP), 
802  W.  Anderson  Rd.,  Flagstaff,  Arizona. 

4567  IVORY,  Peter  B.  C.  B.  (P),  N.E.  Florida 
State  Hosp.,  Macclenny,  Florida. 

4568  JARVIS,  John  H.  (P),  Arizona  State 
Hosp.,  Phoenix,  Arizona. 

4569  KEGGI,  Kristaps  J.  (ORS),  Yale  Univ. 
Sell,  of  Med.,  New  Haven,  Gonn. 

4570  KEMPER,  JR.,  Walter  O.  (GP),  Miami 
Inspiration  Clinic,  Miami,  Arizona. 

4571  LANGSTON,  Don  V.  (PD),  1313  North 
2nd  Street,  Phoenix,  Arizona. 

4572  LEMON,  Frank  R.  (GPM-IM-PH),  321 
W.  Washington,  Santa  Ana,  Galif. 

4573  LeSENEY,  Gatherine  G.  (PH),  204  E. 
Third  St.,  Casa  Grande,  Arizona. 

4574  LETOURNEAUX,  Stephen  (GP),  711 
Morley  Avenue,  Nogales,  Arizona. 

4575  LEVINE,  Bernard  E.  (PUD),  909  East 
Brill  Street,  Phoenix,  Arizona. 

4576  LIND,  Max  (OBG),  St.  Joseph’s  Hosp., 
Phoenix,  Arizona. 

4577  LINDNER,  JR.,  Walter  E.  (GP),  4909 
North  44th  St.,  Phoenix,  Arizona. 

4578  L’INSALATA,  Rudolph  P.  (GP),  2524 
West  Elm  Ave.,  Phoenix,  Arizona. 

4579  LIPPARD,  Walter  K.  (OBG),  St.  Jo- 
seph’s Hosp.,  Phoenix,  Arizona. 

4580  LLOYD,  Robert  G.  (OBG)  (8/1/66),  1720 
W.  Wetmore  Road,  Tucson,  Arizona. 

4581  McQUARRIE,  Howard  G.  (OBG),  508 
East  So.  Temple,  Salt  Lake  Gity,  Utah. 

4582  MAAS,  Louis  P.  (ANES),  UGLA  Med. 
Gtr.,  Los  Angeles,  Galifornia. 

4583  MATHESON,  Thomas  E.  (GP),  Miami 
Inspiration  Clinic,  Miami,  Arizona. 

4584  MILANI,  Robert  (NS),  1822  Bridge  St., 
No.  5,  Los  Angeles,  California. 

4585  *NUSS,  Robert  H.  (P),  Arizona  State 
Hosp.,  Phoenix,  Arizona. 

4586  OLIN,  Lester  G.  (OBG),  423  - 8th  Street, 
Yuma,  Arizona. 

4587  PENNERS,  Johannes  H.  H.  (R)  (10/1/ 
66),  5th  and  Alvernon  Streets,  Tucson,  Arizona. 

4588  * PERRIN,  William  D.  (GP),  VnW.  of 
Arizona,  Tucson,  Arizona. 
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4589  PLAINER,  Truman  D.  (OPH),  5091  Gal-  The  Board  further  authorized  issuance  of 

way  Circle,  Huntington  Bch.,  California.  Temporary  Licenses  to  the  following  doctors 

4590  REILLY,  Robert  J.  (U),  2222  North  of  medicine: 

Craycroft  Rd.,  Tucson,  Arizona. 

4591  RICHARDSON,  Darwin  L.  (CP),  834 
Eront  Street,  Needles,  California. 

4592  RICHEY,  Donald  F.  (CP),  Rt.  1,  Box  12,  Issued  Expires 

Parker,  Arizona.  Coffman,  James  H.  (CP), 

Ganado  3/21/66  9/21/66 

4593  ROBINS,  Eldon  L.  (CP),  9356  West  Van  McLouth,  Sydney  L.  (CP), 

Buren  St.,  Tolleson,  Arizona.  Ganado  3/21/66  9/21/66 

4594  ROMERO,  Rosamond  C.  (A),  909  East  Ott  Elvira  (P),  Arizona 

Brill  Street,  Phoenix,  Arizona.  State  Hospital  4/21/66  10/21/66 

4595  SANDHOFF,  Robert  K.  (IM-GE),  392 
Redondo  Ave.,  Long  Beach,  California. 

4596  SCHADE,  HI,  George  H.  (OBG),  Good 

Samaritan  Hospital,  Phoenix,  Arizona.  Witchen,  Jack  M.  (ANES), 

4597  SCHRANTZ,  Robert  D.  (PATH),  St.  Jo-  Mesa-Tempe-Chandler  . 4/25/66  10/25/66 

seph’s  Hosp.,  Phoenix,  Arizona.  Gedge,  Stafford  W.  (IM), 

Ganado  6/  1/66  12/  1/66 

4598  SCHUMACHER,  James  A.  (CP),  USPHS  Hess,  Dennis  C.  (CP), 

Hosp.,  1550  E.  Indian  Sch.  Rd.,  Phoenix,  Arizona.  Safford  6/  7/66  12/  7/66 

4599  SCOTT,  Richard  H.  (OBG),  Maricopa  Constant,  Richard  R.  (CP), 

Co.  Gen.  Hosp.,  Phoenix,  Arizona.  Casa  Grande  7/  1/66  1/  1/67 

4600  SHANKEL,  Willard  (P),  1601  N.  Tucson  Dilley,  Colleen  W.  (PD), 

Blvd.,  No.  21,  Tucson,  Arizona.  Pima  Co.  Gen.  Hosp.  ...  7/  6/66  1/  6/67 

4601  SHERMAN,  Howard  (IM-GE),  444  West  Jaffe,  Morton  A.  (R) 7/  9/66  1/  9/67 

Osborn  Road,  Phoenix,  Arizona.  Nordmo,  Stanley  H.  (PATH), 

4602  SCHRADER,  JR.,  Carl  E.  (CP),  R.R.  Maricopa  Co.  Hosp 7/14/66  1/14/67 

No.  3,  Warsaw,  Indiana. 

4603  SMITH,  Darrell  D.  (IM),  St.  Lukes 
Hospital,  Phoenix,  Arizona. 

4604  ^SPENDLOVE,  George  A.  (GPM),  Ariz.  Henry,  Thomas  S.  (IM), 

State  Dept,  of  Health,  Phoenix,  Arizona.  Flagstaff  7/14/66  1/14/67 

4605*  STICKLER,  Joseph  H.  (PH),  Cochise  White,  Jr.,  Joseph  C.  (N), 

Co.  Health  Dept.,  Bisbee,  Arizona.  Barrow  Neur.  Inst 7/21/66  1/21/67 

4606  STREIB,  Glenn  R.  (ANES),  7117  Dell-  Ring,  Floyd  O.  (P), 

wood  Rd.,  N.E.,  Albuquerque,  New  Mexico.  So.  Ariz.  Ment.  Hlth.  Ctr.  7/26/66  1/26/67 

4607  THOMAS,  HI,  Morton  S.  (CP),  Island  Dorn,  Russell  (CP), 

Park,  Hamilton,  Indiana.  Univ.  of  Ariz.  SHC  ....  7/28/66  1/28/67 

4608  WALKER,  Glen  L.  (CP),  291  W.  Wilson  Carver,  Paddy  R.  (CP), 

Ave.,  Coolidge,  Ariz.  Show  Low  7/28/66  1/28/67 

4609  WALSTON,  James  H.  (CP),  1915  Dakota 
Ave.,  So.  Sioux  City,  Nebraska. 

4610  WILLIAMS,  Robert  W.  (NS),  Un.  of  111. 

Coll,  of  Med.,  Chicago,  Illinois.  Kunkel,  Donald  B.  (CP), 

4611  WILLIS,  JR.,  Harper  F.  (P),  Arizona  Willcox  7/28/66  1/28/67 

State  Hosp.,  Phoenix,  Arizona.  Benchimol,  Alberto  (CD), 

4612  YUDELL,  Alan  (N),  162  Plantation  Good  Samaritan  Hosp.  . 7/28/66  1/28/67 

Road,  Houston,  Texas.  Hilding,  Ronald  F.  (CP), 

* Limited  Licenses  issued  pursuant  to  the  ex-  Ariz.  State  Hosp 8/  1/66  2/  1/67 

emptions  provided  in  Arizona  Revised  Stat-  Sabin,  Jr.,  George  M.  (ANES), 

utes,  as  amended  in  1965.  Maricopa  Co.  Hosp 8/  1/66  2/  1/67 
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ROBERT  L.  BEAL,  M.D 
OTTO  L.  BENDHEIM,  M 0 
PAUL  M BINDELGLAS,  M 0 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEiLY,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D: 

ROY  WORTHEN,  M.D. 


iatry  and  n euro  I 


child  psyc 


psycho^ 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


6051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
am  4-4111 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Slressw" 

Stress  Formula  Vitamins  Lederie  Jll 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCl)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
dally,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


ruiuRC 


MEDICAL  MEETINGS 


THE  ELEVENTH  ANNUAL  REUNION 
OF  THE  MEDICAL  SOCIETY 
OF  THE  UNITED  STATES  AND  MEXICO 


The  11th  Annual  Reunion  of  the  Medical 
Society  of  the  United  States  and  Mexico  will  take 
place  on  October  5,  6,  and  7,  1966  at  the  Pioneer 
International  Hotel,  Tucson,  Arizona.  Plans  for 
the  meeting  are  well  underway,  and  a large 
tiuTiout  of  members  and  guests  from  both  sides 
of  the  border  is  anticipated. 

The  scientific  program  will  feature  a wide 
variety  of  papers  by  Mexican  and  American  phy- 
sicians. Guest  speakers  include  Dr.  Dan  Gordon, 
Department  of  Ophthalmology,  New  York  Hos- 
pital, Gornell  University  Medical  Gollege;  Drs. 
Bernard  M.  Norcross  and  Salvatore  La  Tona, 
Department  of  Medicine,  University  of  Buffalo 
School  of  Medicine;  Dr.  Arthur  Bernstein,  New- 
ark Beth  Israel  Hospital,  Newark,  New  Jersey; 
and  Dr.  John  Sigler,  Detroit,  Michigan.  There 
will  be  panel  discussion  on  The  Aching  Back, 
Recent  Advances  in  Diagnosis  and  Treatment  of 
Vascular  Diseases,  and  Endocrine  Problems  and 


Fertility. 

The  system  of  simultaneous  translation  which 
has  proved  so  successful  at  previous  meetings 
will  again  be  utilized. 

Registration  for  the  meeting  will  begin  at  6:00 
p.m.,  October  4,  1966,  at  the  Pioneer  Hotel.  This 
will  be  followed  by  an  introductory  cocktail 
party.  The  social  highlight  of  the  meeting  will 
be  the  dinner  dance  at  the  Skyline  Gountry  Glub 
on  October  6 with  music  by  the  Tucson  doctors’ 
band.  A barbecue  at  the  Saddle  and  Surrey 
Guest  Ranch  has  also  been  planned,  and  there 
will  be  luncheons  with  entertainment  at  the  Old 
Pueblo  Glub  and  the  Pioneer  Hotel.  Entertain- 
ment will  be  provided  by  international  students 
from  the  University  of  Arizona. 

As  usual,  the  women’s  committee  is  hard  at 
work  on  planning  special  events  for  the  wives  of 
members  and  guests. 


MEDICINE  IN  TERRITORIAL  ARIZONA 

by 

Frances  E.  Quebbeman 

LIMITED  NUMBER  OF  AUTOGRAPHED  COPIES 
NOW  AVAILABLE 

$7.50  each 

Arizona  Medical  Association 
4601  N.  Scottsdale  Road  — Suite  201 
Scottsdale,  Arizona 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


mm\i  nospii 

5055  North  34th  St 
AMherst  4-^ 
PHOENIX,  ARIZ 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI 

A Non-Profit  Corpoi 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIA'| 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum  TOLYSPORTh 
risk  of  sensitization  s MIYMYXIH  B-BACITRAai 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


OINTMENT 

jWp  prevent  infection  III 
Moms,  and  abrasion^*' 
[ aid  in  heaiiiM).  i 


)^e4ical  Centef  an4  (UiHieal  XaitffatPHi 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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ArMA 


DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARlZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 

PARK  CENTRAL  NORTH 
Medical  Building 
555  West  Catalina 
Phoenix,  Arizona  85013 
Phone  264-1381 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


ONCOLOGY 


JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoe^tix  13,  Arizona 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

DIplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1601  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScotisJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


This  Space 
Available 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


This  Space 
Available  for 
Professional  Card 
Listing 
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Pharmacy  Directory 


Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


r drug  stores 

Phoenix  - Tucson  - Scottsdale  - Mesa  • Tempe 
Maryvaie  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 

DOCTORS  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  tor  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


ATTENTION:  Immediate  opening  for  physi- 
cian interested  in  Group  General  Practice  in 
Arizona.  New  clinic  and  hospital  facilities.  No 
investment  or  equipment  necessary.  Industrial 
connection  allows  immediate  salary.  Will  ac- 
cept draft  eligible  physician.  Reply:  Drawer  M, 
Miami,  Arizona. 


Situation  Wanted:  Board  Certified  General 

Surgeon  desires  to  re-locate  in  Arizona;  licens- 
ed in  Arizona;  married  with  family;  no  objec- 
tion to  limited  GP;  available  for  personal  in- 
terview for  mutual  evaluation.  Reply:  Box 
64-3,  4601  N.  Scottsdale  Road,  Suite  201, 
Scottsdale,  Arizona  85251. 


EENT  Physician  and  Surgeon  desires  to  semi- 
retire and  relocate.  Would  consider  associa- 
tion, solo  practice  or  Student  Health  position 
as  General  Practitioner.  Licensed  in  Arizona. 
Reply:  Box  64-10,  4601  N.  Scottsdale  Road, 
Suite  201,  Scottsdale,  Arizona  85251. 


STAFF  PHYSICIANS  for  Tuberculosis  Sana- 
torium, Tempe.  Background  in  internal  medi- 
cine, chest  disease  or  thoracic  surgery  help- 
ful. $1 5,000-up  range.  Must  have  minimum 
of  either  two  years  experience  in  tuberculosis 
hospital  or  five  years  in  general  practice.  Ad- 
dress inquiries  to  Arizona  Merit  System,  420 
North  15th  Avenue,  Phoenix,  Arizona. 
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some  whatever  their 

allergens  color,  shape, 

are  red...  or  size... 


Benadryl 

(diphenhydramine 

hydrochioride) 

PARKE-DAVIS  O 

fo?  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooees 


PARKE-DAVIS 


PARKE,  DAVIS  i COMPANY,  Detroit,  Miehigen  43232 
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gives  you  office  “gloves” 


antibacterial  detergent  with  3%  hexachlorophene 


Routine  handwashing  with  pHisoHex  by  you 
and  your  assistants  can  keep  hands  surgi- 
cally clean  in  the  office  — help  prevent 
spread  of  handborne  infection  from  patient 
to  patient. 

pHisoHex  contains  3%  hexachlorophene. 
With  every  washing  it  leaves  an  invisible, 
tenacious  film  of  this  powerful  bacteriostat 
on  the  skin  to  form  a constant  barrier  against 
Staph  and  other  pathogens.  The  pH  of 
pHisoHex  is  5.5— the  same  as  the  skin  and 
within  the  pH  range  where  hexachlorophene 
is  most  effective. 

In  a recent  four-year  study,  pHisoHex  was 
introduced  for  handwashing  of  2000  univer- 
sity hospital  personnel  at  the  beginning  of 
the  third  year."'  By  the  end  of  the  fourth  year, 
the  incidence  of  Staph,  aureus  infection  had 
been  reduced  by  32. 5%.^ 


pHisoHex  is  a thorough  cleans- 
er. It  is  nonalkaline,  hypoaller- 
genic and  “kind”  to  skin. 
Supplied  in  unbreakable,  plas- 
tic squeeze  bottles  of  5 oz.  and 
16  oz.  and  in  plastic  bottles  of  1 
gallon. 

Winthrop  Laboratories 
New  York,  N.Y.  10016 


ImTfhrap 


1.  Juhlin,  tngmar,  and  Ericson,  Carl;  J.  Hyg. 
63:35,  March,  1965  . 2.  Ericson,  Carl,  and 
Juhlin,  Ingmar;  J.  Hyg.  63:25,  March,  1965. 
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Preludin 

lohenmetrazine 

hydrochloride 


elps  keep 
alories  at 
rm's  length 


n one  double-blind  progrann* 
Involving  diet,  close  doctor/patient 
cooperation,  exercise,  posture 
nstruction,  and  follow-up  visits,  93 
)bese  patients  received  Preludin  or 
3 placebo. The  drug  and  place  bo  were 
alternated  every  four  weeks.  This 
)rocedure  lasted  from  8 to  3 5 weeks. 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 


5ixty-one  percent  of  the  patients 
ost  more  weight  on  Preludin 
han  on  placebo.  In  fact,  they  lost 
m average  1.9  pounds  per  week— 


Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H, : J.A.M.A.  166:898, 1958. 


Veludin®tablets  of  25  mg, 
ndurets®  prolonged-action  tablets  ot  75  mg. 
'dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
>r  one  75  mg,  Endurets  tablet  once  daily. 
-ontraindications:  Severe  coronary  artery  disease, 
lyperthyroidism,  severe  hypertension,  nervous 
nstability,  and  agitated  prepsychotic  states.  Do 
lot  use  with  other  CNS  stimulants,  including 
MO  inhibitors, 

Varnmg:  Do  not  use  during  the  first  trimesterot 
>reg nancy  unless  potential  benefits  outweigh 
lossible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
snsion  and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  information.  6544-111  (B) 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — I.NDOCIN®  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use— was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merck  & Co..  Inc.,  Wsst  Point.  Pa.  ( 
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INDOCIN 

INDOMETHACIN 


Indicatiens:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.Theseverity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD, 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 
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Doctor:  Cut  your  billing  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac”  - Arizona’s  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 
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Arizona  Medicine 


\\iiy 
wonder 
about  a 
drug  for 
your 
forgetful 
patient 


BECIX^MYCIJV 

DEMETHYLCHLOKTETOACYCLINE 


-more  convenient 

-more  easily 
remembered 

I>ECLOMYCI]Nr 

DEMEIHYIX]HIX)KrETRACYCLINE 
300 mg  FILM  COATED  TABLETS 

are  made  for  bid. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication-History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

LEDERLE  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind’’  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ^ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B,  44,  Cortaro,  Ariz. 


PARAMUS  COIN 
EXCHANGE 

The  East's  Largest  Coin  Exchange 

OFFERS  U.S.  GOLD  FOR  YOUR  FUTURE 
ALL  BRILLIANT  UNCIRCULATED 


$20  Gold  pieces 
Liberty  

. .$  54.95 

$3  Gold  pieces 

$349.00 

St.  Gaudens  

. .$  54.95 

$2.50  Gold  pieces 

$10  Gold  pieces 

Liberty  

.$  52.95 

Liberty  

. .$  32.95 

Indian  

.$  32.95 

Indian  

. .$  52.95 

$1  Gold  pieces 

$5  Gold  pieces 

Type  1 

.$  49.95 

Liberty  

. .$  23.95 

Type  2 

.$250.00 

Indian  

. .$  32.95 

Type  3 

.$  75.00 

$159.95 

$169.95 


SETS 

Liberty  Gold  Type  Set  4 Coins 

Indian  Gold  Type  Set  4 Coins 

ALL  COINS  IN  CUSTOM  PLASTIC  CASES 
U.  S.  SILVER  DOLLARS  Single  $2.00 

BRILLIANT  Roll  $39.95 

UNCIRCULATED  Bag  $1695.00 

Gold  and  Silver  is  Today's  Best  Investment 


r 


Paramus  Coin  Exchange  A.N.A.  Member 

Bergen  Mall  Shopping  Center 

Paramus,  N.J.  07652  201-342,2600 

Gentlemen:  Please  ship  the  following: 


NAME  

ADDRESS  

CITY  STATE  

BILL  MY  D.C.  ACCT.  # 

BILL  MY  AMER.  EXP.  ACCT.  # 

For  other  coin  values  send  for  free  catalogue! 
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MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-'' 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazol amide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.*’  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium."  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis."^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/  10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.’’  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.*'- 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.'^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate. “ The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active. Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide. 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  all 
least  50%  to  avoid  orthostatic  hypotension] 
Electrolyte  disturbances  are  possible  in  cir‘ 
rhotic  or  digitalized  patients.  j 

Side  Effects:  Bendroflumethiazide  may  caus| 
increases  in  serum  uric  acid,  unmask  diabetes 
increase  glycemia  and  glycosuria  in  diabetii 
patients  and  may  cau.se  hypochloremic  alka| 
losis,  hypokalemia;  cramps,  pruritus,  paresthej 
sias,  and  rashes  may  occur.  ; 

Supplied:  Naturetin  (Squibb  Bendroflumethiaj 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  availabltjj 
Naturetin  c K [Squibb  Bendroflumethiazidijl 
(5  or  2.5  mg.)  with  Potassium  Chloride  (5(Xj] 
mg,)].  For  full  information,  see  Product  Brief;! 

References:  1.  Southworth,  H.:  Proc.  Soclj 
Exper.  Biol.  & Med.  56:58,  1937.  2.  Mann,  Tjj 
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land  J.  Med.  240:173,  1949.  5.  Friedberi'l 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edem ' 
Mechanisms  and  Management,  Philadelphiuj 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cun) 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  i;j 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  25-;i 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  Mil 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyelj 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Marei  1 
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to  reduce  excess  fluid  \l 

or  high  blood  pressun 


Squibb 


•The  Priceless  Ingredient’  of  every  protjl 
is  the  honor  and  integrity  of  its  makei 
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It  has  long  been  the  policy  of  ARIZONA 
MEDICINE  to  offer  to  its  readers  not  only  the 
choice  of  the  professional  articles  which  cross  its 
editorial  desk,  but  to  print  non-professional  ar- 
ticles which  stimulate  evaluation,  deliberation, 
and  solution  of  many  problems  which  face  the 
physicians  of  the  State  of  Arizona. 

Next  month,  November  8th,  we  go  to  the  polls 
to  vote  in  a national  election.  It  is  neither  the 
purpose  nor  the  prerogative  of  ARIZONA  MED- 
ICINE to  instruct  individuals  HOW  to  vote,  but 
it  is  definitely  within  our  scope  of  influence  to 
stimulate  each  individual  TO  VOTE  as  he 
pleases. 

ARIZONA  MEDICINE  feels  that  a rational 
choice  between  the  candidates  for  various  of- 
fices may  better  be  reached  by  the  reproduction 
on  page  765  of  the  remarks  made  by  Wilbur 
J.  Cohen,  Under  Secretary  of  the  Department 
of  Health,  Education,  and  Welfare,  to  a group  of 
social  workers  in  May  1966.  The  remarks  are 
titled  “Social  Policies  for  the  Nineteen  Seven- 
ties . This  in  itself  is  quite  an  innocuous  title. 
Other  obvious  titles  will  come  to  mind  as  the  ar- 
ticle is  read.  The  article  reached  ARIZONA 
MEDICINE  from  Dallas  Whaley,  the  AMA 
Field  Representative  for  this  area.  His  basic 
memorandum  to  our  Central  Office  is  sufficient 
introduction  for  the  article. 

We,  too,  believe  that  now  is  a wonderful  time 
to  be  alive,  to  work,  to  think,  to  write,  to  speak, 
and  seek  and  strive  for  new  and  imaginative 
ways  to  make  a new  and  better  world,  but  we 
would  first  seek  solutions  to  a rapidly  inflating 
dollar;  a halt  and  reduction  of  rapidly  increasing 
costs  of  living;  a more  deliberate  and  sound  fiscal 
planning;  a thoughtfully  administered  poverty 
and  educational  program,  and  a repeated  appli- 
cation of  Covernment  OF  the  people,  RY  the 
people,  and  FOR  the  people. 

Read  the  article  beginning  on  page  765.  Then 
vote  for  the  candidates  of  your  choice. 

BUT  VOTE 

Roland  F.  Schoen,  M.D. 

Editor 
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PUBLISHING  COMMITTEE 

Meeting  of  the  Publishing  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Wednesday,  July  20, 
1966,  in  the  Kudu  Room  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  7:45  P.M.,  Roland  F.  Schoen,  M.D., 
Editor,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Bermett,  Chester  C.;  Foster,  R.  Lee;  Green,  John 
R.;  Henderson,  Charles  E.,  Secretary;  Jarrett,  Paul  B., 
President;  Lorenzen,  Robert  F.;  Schoen,  Roland  F., 
Editor,  Chairman;  Taylor,  Preston  J. 

Staff:  Carpenter,  Robert;  Robinson,  Bruce  E. 
EXCUSED: 

Drs.  Dysterheft,  Arnold  H.,  President-Elect;  Hindman, 
William  M.;  McGrath,  William  B. 

MINUTES 

It  was  moved  and  unanimously  carried  that  the  Min- 
utes of  the  meeting  of  June  3,  1965,  be  approved  as 
distributed. 

FINANCIAL  REPORT 

Mr.  Robinson  presented  the  financial  report  for  the 
first  si.x  months  of  1966  as  compared  with  the  first  six 
months  of  1965.  He  pointed  out  that  our  net  gain  is 
$3,735.70  greater  this  year  as  compared  to  last  year. 
Advertising  income  is  up,  while  operating  expenses  are 
down. 

GENERAL  EVALUATION 

Much  discussion  ensued  on  the  evaluation  of  various 
sections  of  the  Journal  with  the  following  changes 
recommended: 

1.  That  the  Table  of  Contents  follow  its  present  for- 
mat, but  that  it  uniformally  appear  on  page  three 
in  each  issue. 

2.  That  the  suggested  new  Directory  layout  be  used, 
with  it  appearing  on  the  left-hand  page  facing  the 
“Reports”  section. 

3.  That  the  layout  of  the  Editor’s  Page  be  altered  so 
that  the  Editorial  Board  listing  appear  in  the  left- 
hand  column  with  the  Editorial  comment  appearing 
in  the  right-hand  column. 

4.  That,  due  to  space  shortage,  we  would  discontinue 
the  regular  “Blue  Shield”  page.  In  the  future, 
articles  submitted  by  Blue  Shield  would  be  re- 
viewed as  other  articles  are,  and  the  decision  as  to 
whether  they  will  be  printed  will  be  made  for 
each  issue. 

5.  It  was  agreed  to  continue  the  practice  of  listing  on 
the  “Future  Meetings”  page  only  those  meetings 
being  held  in  the  western  part  of  the  United  States. 

6.  Due  to  the  dwindling  number  of  Professional  Card 
listings  in  the  Journal,  considerable  discussion  was 
held  on  the  various  aspects  of  this  section  of  the 
Journal. 

It  was  moved  and  unanimously  carried  that  we 
would  set  up  a six-month  trial  period  dirring  which 
every  effort  would  be  made  to  increase  the  Pro- 
fessional Card  listings  to  a total  of  not  less  than  50. 
If  at  the  end  of  the  six-month  period  we  did  not 
have  50  listings,  this  section  of  the  Journal  would 
be  discontinued. 


OTHER  BUSINESS 

BOOK  REVIEWS: 

It  was  agreed  that  we  would  reinstate  a Book  Review 
section.  The  reviewing  editor  is  to  maintain  possession 
of  the  book  reviewed. 

FOLD-OUT  COVER: 

The  advisability  of  utilizing  a “fold-out”  cover  was 
discussed  at  great  length.  It  was  determined  not  to  go 
into  a “fold-out”  cover  at  this  time. 

MEETING  ADJOURNED  AT  10:05  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 

PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  July  24,  1966, 
in  the  Convention  Center  of  the  Safari  Plotel,  4611  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:1,0 
a.m.,  William  G.  Payne,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Frissell,  Ben  P.;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  President;  Kohl,  Jr.,  Harold  W.;  Mc- 
Daniel, W.  Shaw;  Melick,  Dermont  W.;  Payne,  William 
G.,  Chairman;  Steen,  William  B.;  Wagner,  Albert  G. 
STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS: 

Drs.  Edwards,  Walter  V.,  Member  of  the  Subcommit- 
tee on  Industrial  Health,  substituting  for  Dr.  Ray  Fife; 
Spendlove,  George  A.,  Commissioner,  Arizona  State  De- 
department of  Health,  Ex  Officio. 

EXCUSED: 

Drs.  Baker,  Earl  J.;  Brooks,  Jack  E.;  Dexter,  Richard 
L.;  Dysterheft,  Arnold  H.,  President-Elect;  Fife,  Ray; 
Landeen,  Fred  H.;  May,  Deraid  G.;  Wood,  MacDonald. 

MINUTES 

Approved  Minutes  of  . the  Professional  Committee 
meeting  held  January  30,  1966. 

COMMUNITY  COUNCIL  OF  PHOENIX 

The  Community  Council  of  Phoenix  seeks  a delegate 
representative  of  this  Association  to  serve  on  its  Advisory 
Committee  to  participate  in  its  undertaking  of  a three- 
month’s  Study  of  the  Aging.  The  function  of  the  Advisory 
Committee  will  be  to  counsel,  to  cooperate,  to  facilitate 
acquisition  of  data,  and  to  review  and  evaluate  the  find- 
ings and  recommendations  of  the  Study.  Dr.  Payne  re- 
ported he  hopes  to  be  in  position  shortly  to  designate 
such  delegate,  which  individual,  he  hopes,  will,  likewise, 
serve  as  a member  of  Dr.  Kohl’s  Subcommittee  on 
Aging  and  General  Medicine. 

SUBCOMMITTEE  REPORTS 

Aging  and  General  Medicine 

CHAIRMAN  — Harold  W.  Kohl,  Jr.,  M.D.,  designated 
Chairman. 

NATIONAL  DIABETES  WEEK  - Dr.  Kohl  attached 
importance  to  the  National  Diabetes  Week,  which  usual- 
ly occurs  in  October  and  should  be  adequately  publicized. 
It  was  suggested  tliat  such  project  could  be  developed 
through  development  of  his  Subcommittee  membership, 
having  a section  on  diabetes  headed,  possibly,  by  an 
internist  who  has  special  interest  in  tliis  field  eitlicr  in 
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Pima  or  Maricopa  counties  or  both.  It  was  further 
suggested  that,  possibly,  the  Arizona  Pharmaceutical 
Association  might  be  interested  in  such  a joint  program 
operating  through  its  pharmacists.  “Kits”  for  home  de- 
tection could  be  obtained  and  distributed  through  them, 
alerting  the  participants,  of  course,  that  a negative  result 
does  not  necessarily  mean  that  they  have  diabetes,  but 
under  such  circumstances,  tlrey  could  be  urged  to  see 
their  family  physician  for  follow-up.  It  might  well  be  that 
the  American  Diabetes  Association  might  be  in  position 
to  furnish  kits  or  otherwise  participate  financially  in  such 
project.  The  Chairman  was  urged  to  develop  such  a 
program. 

ALCOHOLISM  — The  subject  of  “alcoholism”  was 
discussed.  Here  is  another  project  which  could  be  de- 
veloped as  a section  of  activity  of  this  Subcommittee. 
The  Covernor  has  appointed  a Committee  on  Alcoholism 
of  which  W.  Albert  Brewer,  M.D.,  (Phoenix)  is  a mem- 
ber. Alcoholism  is  a disease  and  should  be  treated  as 
such.  Effort  is  being  made  to  organize  local  committees, 
and  they  should  contain  doctors  who  have  special  interest 
in  the  problem.  A budget  of  $15,000.00  is  available. 

AGING  — A Governor’s  Committee  on  Aging  has  been 
appointed  and  responsibility  therefor  has  been  placed 
under  the  Arizona  State  Department  of  Health.  Guy  B. 
Atonna,  M.D.,  (Douglas)  is  a member.  Dr.  Spendlove 
reviewed  this  activity. 

The  Chairman  was  urged  to  expand  the  membership 
of  his  Subcommittee  to  include  those  members  who  have 
special  interest  in  the  projects  to  be  undertaken. 

Allied  Medical  Groups 

A Chairman  of  this  Subcommittee  has  yet  to  be  desig- 
nated. 

ARIZONA  BAR  LIAISON  — In  the  absence  of  Dr. 
Brooks,  no  report  was  received  in  the  matter  of  explora- 
tion of  the  desirability  of  a liaison  meeting  between  the 
Arizona  Bar  and  this  Association. 

NARCOTICS  PRESCRIPTIONS  - The  Arizona  State 
Board  of  Pharmacy  again  called  attention  to  statutory 
requirements  in  the  matter  of  Class  A narcotics  (requir- 
ing a signed  prescription  to  be  in  the  hands  of  the 
plrarmacist  or  his  agent,  such  as  a delivery  boy,  before 
he  can  deliver  such  narcotic  to  the  patient)  and  Class  B 
narcotics  (oral  narcotics  may  be  prescribed  either  by  a 
signed  prescription  order,  or  orally,  such  as  phoning  by 
the  physician).  While  just  a few  physicians  are  telephon- 
ing Class  A narcotics,  a majority  of  the  physicians  dele- 
gate to  an  office  girl  the  telephoning  of  Class  B narcotics. 
Either  is  illegal.  The  cooperation  of  both  the  physician 
and  jjharmacist  to  eliminate  such  illegal  practices  is 
sought. 

PODIATRY  — Considerable  discussion  ensued  relating 
to  Chapter  64  (Senate  Bill  No.  155)  enacted  by  the  27th 
Legislature  of  the  State  of  Arizona,  Second  Regular  Ses- 
sion, dealing  with  Insurance;  providing  that  benefits  for 
certain  medical  or  surgical  services  performed  by  licensed 
Podiatrists  shall  not  be  excluded  from  hospital  and  med- 
ical service  coqroration  contracts,  disability  insurance 
contracts  and  group  disability  insurance  contracts.  This 
measure  was  of  major  concern  to  Arizona  Blue  Shield, 
who  opposed  its  enactment. 

It  was  regularly  moved  and  unanimously  carried  that 
tliis  Committee  take  the  position  that  the  Podiatrists 
should  be  excluded  from  hospitals;  that  any  work  that 


is  needed  for  hospitalization  should  be  done  by  an  MD, 
Orthopedic  Surgeon,  General  Surgeon  or  whoever  is 
capable  of  doing  it;  that  so  far  as  this  Committee  is 
concerned,  the  Podiatrists  should  be  limited  to  working 
in  the  office,  not  in  hospitals;  and  it  so  recommends  to 
the  Board  of  Directors. 

Disaster  Medicine 

CHAIRMAN  — Earl  J.  Baker,  M.D.,  designated 
Chairman. 

In  the  absence  of  Dr.  Baker,  there  is  no  report. 

U.S.  CIVIL  DEFENSE  COUNCIL  - The  Joint  Mari- 
copa County  Civil  Defense  and  Disaster  Organization 
invites  this  Association  to  join,  as  an  Associate  Member, 
the  United  States  Civil  Defense  Council.  The  yearly 
membership  fee  is  $10.00.  Authorized,  designating  Dr. 
Baker  as  representative. 

IMMUNIZATION  SYMPOSIUM  - The  AMA  Sym- 
posium on  Immunizations  to  be  convened  by  the  AMA 
Council  on  Environmental  and  Public  Health  will  be 
held  in  Atlanta,  Georgia,  Monday,  October  17,  1966.  A 
representative  of  this  Association  is  invited  to  attend. 
The  Symposium  will  be  co-sponsored  by  the  Communic- 
able Disease  Center,  Public  Health  Service,  U.S.  Depart- 
ment of  Health,  Education  and  Welfare.  Dr.  Baker  ex- 
pressed a desire  to  attend. 

It  was  regularly  moved  and  unanimously  carried  that, 
in  view  of  the  condition  of  our  budget,  we  regret  that 
this  request  must  be  denied. 

DISASTER  MEDICAL  CARE  - Carl  W.  Waldron, 
M.D.,  of  Scottsdale,  Coordinator  of  the  Disaster  Medical 
Care  Program,  who  joined  this  Committee  at  luncheon, 
immediately  following  presented  a resume  of  his  activ- 
ities during  the  past  several  years.  The  development  of 
the  so-called  “packaged  disaster  hospital”  and  distribu- 
tion thereof  in  Arizona  was  outlined.  It  was  stated  that 
Maricopa  County  Medical  Society  has  an  excellent 
Disaster  Medical  Care  Committee  under  the  leadership 
of  William  J.  Lajoie,  M.D.  In  Maricopa  County  some 
216  doctors  have  agreed  to  leave  Phoenix  for  one  week, 
if  needed,  to  go  anywhere  disaster  strikes.  A similar 
project  is  being  developed  for  nurses.  Future  activity  of 
this  operation  will  depend  upon  budget  appropriations. 
REPORT  RECEIVED. 

Industrial  Health 

CHAIRMAN  — Ray  Fife,  M.D.,  designated  Chairman. 

Walter  V.  Edwards,  M.D.,  a member  of  this  Sub- 
committee, is  representing  Dr.  Fife  at  this  meeting. 

OCCUPATIONAL  HEALTH  ACTIVITIES  - Dr. 
Payne  reported  that  he  had  turned  over  to  Dr.  Fife  a 
report  distributed  by  AMA  setting  forth  activities  of 
Occupational  Health  Committees  throughout  the  coun- 
try. It  is  indicated  no  action  is  necessary  at  this  time. 

OCCUPATIONAL  DISEASES  & DISABILITY  - 
During  the  Second  Regular  Session  of  the  27th  Legisla- 
ture of  the  State  of  Arizona  there  was  introduced  in  the 
House  H.B.  201  and  H.B.  219,  each  relating  to  occupa- 
tional diseases  and  disability.  They  failed  of  enactment. 
The  Industrial  Relations  Committee  of  this  Association, 
reviewing  the  content  of  these  two  measures,  advised 
that  in  general  it  felt  that  the  changes  in  the  law  seemed 
to  be  appropriate,  and  they  did  not  have  any  serious 
disagreement  with  the  recommendations  for  the  changes; 
further,  that  the  Occupational  Disease  and  Disability 
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section  of  the  Industrial  Law  should  have  an  addition 
to  it  so  that,  instead  of  listing  coverage  to  only  the 
specific  toxic  agents  listed,  an  additional  category  should 
be  added  that  any  other  agents  which  can  be  medically 
proven  to  be  a causative  agent  for  occupational  disease 
should  also  be  accepted.  To  limit  it  just  to  the  elements 
based  in  the  law  does  not  accept  the  possibility  of  new 
chemicals  arising  in  the  future  that  might  cause  an 
occupational  disease. 

Dr.  Edwards  briefly  reviewed  the  two  measures  re- 
ferred to  and  then  outlined  in  some  detail  the  many 
problems  arising  in  the  administration  of  both  the  Work- 
man’s Compensation  and  Occupational  Disease  laws.  It 
was  his  expressed  feeling  that  this  Association  should 
recognize  the  need  for  amendments  to  both  these  stat- 
utes and  assume  some  leadership  in  developing  legisla- 
tion which  will  broaden  the  scope  of  benefits  for  claim- 
ants with  valid  medical  problems  related  to  employment 
and  limit  the  acceptance  of  benefits  for  medical  condi- 
tions not  caused  by  employment.  It  was  pointed  out  that 
compensation  can  hardly  be  terminated  unless  a physi- 
cian gives  a date  of  discharge  with  no  permanent  dis- 
ability. Question  of  responsibility  and  costs  was  discussed. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  recommend  to  the  Board 
of  Directors  that  they  consider  instructing  the  Indus- 
trial relations  Committee  to  explore  the  impact  of  the 
present  Workman’s  Compensation  and  Occupational 
Disease  laws  and  their  interpretation  by  tlie  Courts,  and 
the  administration  of  these  laws  by  the  Industrial  Com- 
mission at  the  present  time  on  the  medical  care  of  the 
industrially  sick  and  injured. 

Medical  Education 

CHAIRMAN  — Demiont  W.  Melick,  M.D.,  designated 
Chairman. 

MEDICAL  TELEVISION  BROADCASTERS  - Ap- 
proved statement  of  expenditures  totalling  $150.32  sub- 
mitted by  Boyden  L.  Crouch,  M.D.,  covering  expenses 
associate  with  atendance  at  a meeting  of  the  Medical 
Television  Broadcasters  held  in  Salt  Lake  City,  Utah, 
March  25  and  26,  1966.  This  included  a membership  fee 
of  $50.00  in  the  Association  of  Medical  Television 
Broadcasters. 

ROCKY  MOUNTAIN  EDUCATIONAL  STUDY  - 
The  Arizona  State  Department  of  Public  Instruction, 
by  memorandum  dated  February  4,  1966,  reports  en- 
tering into  an  agreement  with  eight  states  (Arizona, 
Colorado,  Idaho,  Montana,  Nevada,  New  Mexico,  Utah 
and  Wyoming)  comprising  the  Rocky  Mountain  area, 
to  cooperate  in  a study  concerned  ultimately  with  im- 
proving and  strengthening  the  respective  state  agencies 
responsible  for  education.  The  project  is  financed  pri- 
marily by  funds  provided  under  the  Elementary  and 
Secondary  Education  Act  of  1965.  Three  major  work- 
conferences  in  the  area  will  be  held  prior  to  June  30, 
1967.  They  will  be  concerned  with  (1)  prospective 
changes  in  society  between  now  and  1980;  (2)  the  im- 
plications of  these  changes  for  education;  and  (3)  plan- 
ning and  change  processes  with  particular  reference  to 
education.  RECEIVED. 

MEDICAL  EDUCATION  TELEVISION  - Dr.  Me- 
lick reported  that  the  scientific  program  developed  to 
supply  speakers  for  County  Medical  Societies  has  not 


been  too  burdensome,  but  it  has  been  a burden  to  ob- 
tain speakers.  The  program  will  be  continued. 

The  Medical  Education  Television  Program,  under  the 
sub-chainnanshi]5  of  Dr.  Crouch,  has  progressed  satis- 
factorily. The  Board  of  Directors  has  allocated  a sum 
of  $2,500.00  for  this  puriDose.  Commencing  September 
next.  Station  KUET  of  Tucson  (time  to  be  determined) 
and  Station  KAET  of  Tempe  (Wednesday  evenings  at 
10:30  p.m.)  will  commence  broadcasting  medical  educa- 
tional programs.  The  thought  was  advanced  that  their 
publication  should  be  commenced  through  the  medium 
of  ARIZONA  MEDICINE. 

In  the  field  of  heart  disease,  cancer  and  stroke,  it  is 
believed  this  activity  will  be  centered  ultimately  through 
the  Medical  School  of  the  University  of  Arizona  in 
Tucson.  Ultimately,  it  may  not  be  necessary  for  Asso- 
ciation participation. 

Dean  Merlin  K.  DuVal,  Jr.,  M.D.,  of  tbe  University  of 
Arizona  School  of  Medicine  anticipates  admitting  thirty- 
two  students  in  September,  1967,  the  first  freshman 
year. 

Medicine  and  Religion 

CHAIRMAN  — Albert  C.  Wagner,  M.D.,  designated 
Chairman. 

Dr.  Payne  reported  that  Deraid  C.  May,  M.D.,  Chair- 
man of  the  Subcommittee  on  Mental  Health,  has  agreed 
to  serve  as  a member  of  this  Subcommittee,  and  Dr. 
Wagner  will  serve  on  Dr.  May’s  Subcommittee  as  non- 
psychiatrist member  to  establish  liaison  between  the 
two  activities. 

Dr.  Wagner  reported  that  the  membership  composite 
of  his  Subcommittee  is  incomplete  at  this  time.  Martin 
List,  M.D.,  (Phoenix)  has  agreed  to  serve  as  assistant 
chairman  and,  of  course.  Deraid  C.  May,  M.D.,  (Phoe- 
nix) representing  the  psychiatrists  has  agreed  to  serv'e. 
Further  appointments,  aimed  at  geographic  regional  rej)- 
resentation,  will  be  completed  by  August  fifteen. 

ACTIVITY  — Meetings  with  Bob  Etheridge,  AMA 
Department  of  Medicine  and  Religion,  were  held  March 
fifteenth  and  April  twenty-sixth.  Discussions  considered 
possible  programs  for  1966  and  1967  and  methods  for 
developing  the  work  of  the  Subcommittee. 

During  the  ArMA  Annual  Meeting,  beginning  April 
twenty-sixth,  a booth  was  set  up  and  manned  by  the 
Chairman  for  distribution  of  brochures  and  answering 
questions.  Many  doctors  stopped  by,  and  eighteen  doc- 
tors signed  cards  expressing  willingness  to  work  with 
the  Subcommittee.  The  film,  “The  One  Who  Heals,”  was 
shown  and  moderated  by  the  Chairman. 

At  a May  meeting  of  the  Ministers-Doctors  Society  of 
Phoenix,  to  which  the  wives  were  invited,  wives  of  a 
minister  and  a doctor  discussed  the  privileges  and  prob- 
lems of  their  positions  in  life.  Bob  Etheridge  spoke 
briefly  on  the  work  of  his  AMA  Department  nationally. 

PLANS  — Plans  for  1966-67  include  (1)  at  lea.st  three 
regional  meetings  to  be  held  with  doctors  who  have 
expressed  interest  to  stimulate  the  development  of  local 
programs  on  Religion  and  Health;  (2)  appointment  of 
County  Committee  Chairmen  by  County  Medical  So- 
ciety Presidents,  at  least  in  the  larger  counties,  will  be 
requested;  and  (3)  under  the  .sponsorship  of  ArMA  and 
the  University  of  Arizona  School  of  Medicine,  a seminar 
on  Medicine  and  Religion  is  being  considered  for  one 
day  after  the  Medical  School  has  opened.  Contact  has 
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been  made  with  Dean  DiiVal,  who  favors  such  a pro- 
gram and  lias  promised  assistance  in  arrangements. 

Mental  Health 

CHAIRMAN  — Deraid  G.  May.,  M.D.,  designated 
Chairman.  Since  Dr.  May  is  not  present,  there  is  no 
report. 

MENTAL  HEALTH  WORKSHOP  - In  February 
last,  the  Sixth  Regional  Workshop  on  Mental  Healtli, 
sponsored  by  the  American  Academy  of  General  Practice 
in  cooperation  with  the  American  Psychiatric  Association 
was  held  in  Las  Vegas,  Nevada.  Among  actions  taken 
was  one;  “That  the  group  go  on  record  as  recommend- 
ing that  the  Arizona  Medical  Association  establish  an 
ad  hoc  committee  to  work  with  the  Arizona  Academy 
of  General  Practice,  the  Arizona  Psychiatric  Society 
and  such  other  medical  organizations  as  it  considers 
suitable  to  form  a steering  committee  to  coordinate  con- 
tinuing phychiatric  education  programs  for  practicing 
Xihysicians  in  Arizona.”  Both  the  AAGP  and  the  APS 
offered  suf)X3ort.  The  rexiort  contained  some  fifteen  sug- 
gestions as  a guide  to  the  state  steering  committee. 
It  is  the  consensus  that  such  activity  falls  within  the 
scope  of  operation  of  the  Subcommittee  on  Mental 
Health;  accordingly,  the  matter  was  referred  to  it  for 
study  and  reiiort. 

MENTAL  RETARDATION  GENTERS  - The  Na- 
tional Association  of  State  Mental  Health  Program 
Directors  reports  45  State  Mental  Retardation  Gonstrue- 
tion  Plans  approved  and  37  Projects  approved  for  fund- 
ing (FY  1965  and  1966).  Of  the  latter,  two  projects  are 
included  located  in  Phoenix,  Arizona— Valley  of  the  Sun 
School;  $56,115.00;  and  Arizona  Preschool  for  Retard- 
ed Ghildren:  $60,000.00.  REGEIVED. 

Public  Health 

GHAIRMAN  - Ben  P.  Frissell,  M.D.,  designated 
Ghairman. 

The  membershijr  of  the  Subcommittee  organization 
will  remain  the  same. 

HEALTH  & MEDIGAL  REGORD  FORM  - Deter- 
mined to  take  no  action  with  regard  to  the  approval 
or  disaf)proval  of  the  Unified  Personal  Health  and  Medi- 
cal Record  form  submitted  by  M.  J.  Sharp,  M.D.,  of 
Idaho,  associate  with  the  recording  of  examinations 
given  to  members  of  the  Boy  Scouts,  Girl  Scouts,  church 
and  other  youth  groups  jrrior  to  particiiration  in  these 
organizational  physical  activities. 

INFANT  MORTALITY  - The  Gommittee  on  Ma- 
ternal and  Ghild  Gare  of  the  AMA  extends  an  invitation 
to  individuals  and  grouirs  concerned  with  the  problems 
of  infant  mortality  to  attend  the  National  Gonference  on 
Infant  Mortality  Problems  to  be  held  in  San  Francisco, 
August  12  and  13,  1966.  Approved  the  expenditure  of 
$300.00  requested  by  Dr.  Hermann  S.  Rhu,  Jr.,  Ghair- 
man of  the  Subcommittee  on  Perinatal  and  Maternal 
Mortality  of  the  Subcommittee  on  Public  Health. 

GOMMUNITY  HEALTH  WEEK  - The  Board  of 
Trustees  of  AMA  has  officially  designated  the  week  of 
October  16  through  22,  1966,^  as  Gommunity  Health 
Week  and  established  the  corresponding  week  for  the 
observance  of  Gommunity  Health  Week  in  future  years. 
TABLED. 


ENVIRONMENTAL  HEALTH  MANAGEMENT  - 
AMA  calls  attention  to  the  National  Gongress  on  En- 
vironimental  Health  Management  being  planned  by  it 
for  April  24  through  26,  1967,  in  New  York  Gity.  This 
is  the  first  national  congress  in  this  field  to  deal  com- 
prehensively with  the  management  of  the  environment 
from  the  point  of  view  of  Medicine.  It  is  pointed  out 
from  the  records  that  almost  all  of  the  state  medical 
societies  now  have  committees  concerned  with  some 
aspect  of  environmental  health,  such  as  air  and  water 
xrollution,  automotive  safety,  pesticides,  and  radiological 
and  other  environmental  hazards.  This  Association  is 
invited  to  plan  now  on  sending  one  or  more  official 
representatives  to  the  Gongress.  Action  deferred  pend- 
ing availability  of  budgetary  funds  in  1967. 

GOMPREHENSIVE  HEALTH  PLANNING  - Re- 
ferred by  the  Federal  Services  Gommittee  is  a report 
dealing  with  S.  3008  and  companion  bill,  H.R.  13197, 
(each  of  the  89th  Gongress)  to  promote  and  assist  in 
the  extension  and  improvement  of  comprehensive  health 
planning  and  public  health  service  and  to  provide  for  a 
more  effective  use  of  available  federal  funds  for  such 
planning  and  service.  It  is  the  consensus  of  that  Gom- 
mittee that  such  activity  falls  within  the  province  of  the 
Professional  Gommittee.  The  Federal  Services  Gom- 
mittee recommended  to  the  Board  of  Directors  its  sup- 
port of  S.  3008.  It  has  been  ascertained  that  the  Legis- 
lative Activities  Gommittee  of  AMA  has  this  measure 
under  study;  however,  to  date,  it  has  not  taken  an  offi- 
cial position  relative  thereto. 

Dr.  Sjrendlove  reviewed  the  matter,  advising  that 
he  understands  it  is  desirable  to  do  away  with  specific 
grants  on  cancer,  chronic  illness,  aging,  dental  health, 
mental  health,  heart  disease,  home  health  services,  com- 
munity mental  health,  radiological  and  tuberculosis 
services.  This  would  be  good,  allowing  them  to  spend 
money  where  it  is  necessary;  however,  there  is  very 
recent  indication  that  it  is  intended  to  increase  the 
appropriation  tremendously,  the  states  to  match  the  re- 
spective fund  allocation.  In  Arizona,  this  may  well  re- 
quire a matching  fund  approximating  $5,000,000.00. 

It  was  regularly  moved  and  unanimously  carried  that 
no  action  be  taken  at  this  time  with  regard  to  this  legis- 
lation; and  that  the  Board  of  Directors  be  so  informed. 

Safety 

GHAIRMAN  — MacDonald  Wood,  M.D.,  designated 
Ghairman. 

While  Dr.  Wood  has  agreed  again  to  serx'e  as  Ghair- 
man of  this  Subcommittee,  in  his  absence,  there  is  no 
report.  He  has  indicated  that  he  would  like  to  appoint 
Howard  H.  Johnston,  M.D.,  (Phoenix)  as  Go-Ghairman 
of  his  Subcommittee.  It  is  his  responsibility  to  select 
and  appoint  members  of  his  Subcommittee  among  those 
doctors  of  medicine  interested  and  willing  to  serve. 

Dr.  Wood  currently  is  a member  of  the  Board  of  Di- 
rectors of  the  Arizona  Safety  Gouncil. 

MEDIGAL  ASPEGTS  OF  TRAFFIG  AGGIDENTS  - 

Phil  T.  White,  M.D.,  (Phoenix)  chairman  of  a com- 
mittee formed  by  the  Maricopa  Gounty  Safety  Gouncil 
and  the  Arizona  Safety  Foundation,  seeks  the  assistance 
of  this  Association  in  helping  combat  the  problem  of 
traffic  accidents.  The  object  of  the  committee  referred 
to  is  designed  to  deal  with  the  medical  aspects  of  traffic 
accidents.  A Medical  Advisory  Board  to  the  Drivers’ 
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License  Division  is  considered  desirable.  Referred  to 
the  Subcommittee  for  review  and  report. 

HIGHWAY  HOSPITAL  SIGNS  - For  information, 
AMA  advises  cf  the  adoption,  as  amended,  at  its  Glinical 
Session  in  November,  1965,  of  a resolution  encouraging 
constituent  stale  associations  and  component  county  so- 
cieties to  participate  in  public  hearings  for  the  purpose 
of  as  listing  in  the  development  of  appropriate  standards 
which  would  assure  uniform  signs  on  our  limited  access 
highways  and  interstate  systems  indicating  the  location 
of  the  nearest  licensed  hospital.  REGEIVED. 

Athletic  Medicine 

GHAIRMAN  — It  was  determined  to  activate  a Sub- 
committee on  Athletic  Medicine.  Richard  L.  Dexter, 
M.D.,  designated  Ghairman.  Dr.  Dexter  is  requested 
to  appoint  the  members  of  his  Subcommittee. 

PHYSIGAL  EXAMINATION  - Bernard  W.  Simons, 
Jr.,  M.D.,  Ghairman,  Sports  Medicine  Gommittee,  Pima 
Coimty  Medical  Society,  reports  violations  from  both 
the  athletic  staffs  and  physicians  handling  injuries.  It  is 
the  feeling  that  stress  should  be  laid  upon  this  at  the 
state  level,  and  the  importance  of  a good,  pre-season 
physical  examination  could  be  the  theme  of  a broad  pub- 
licity program.  Attention  is  directed  to  the  Arizona  In- 
terscliolastic  Association’s  health  examination  and  his- 
tory form.  It  is  the  feeling  of  the  Sports  Medicine  Gom- 
mittee in  this  area  (Tucson)  that  the  physician’s  side  is 
inadequate,  expressing  dissatisfaction,  both  with  the 
number  of  things  to  be  filled  out  plus  the  ignoring  of 
what  it  feels  would  be  important  information.  This  Gom- 
mittee’s  feelings  in  this  regard  is  sought. 

Determined  to  refer  this  matter  to  this  Subcommittee 
for  review  and  report. 

Woman’s  Auxiliary 

GHAIRMAN  — W.  Shaw  McDaniel,  M.D.,  designated 
Ghairman. 

Dr.  McDaniel  reported  that  his  constituents  had  not 
approached  him  with  any  problems. 

COMMUNICATIONS 

Ethics  — Publication  of  Medical  Advances 

Ray  Fife,  M.D.,  President,  Maricopa  Gounty  Medical 
Society,  under  date  of  May  12,  1966,  forwarded  a tele- 
gram to  F.  J.  L.  Blasingame,  M.D.,  Executive  Vice 
President  of  the  AMA,  stating;  “The  Board  of  Directors 
of  the  Maricopa  Gounty  Medical  Society  is  deeply  con- 
cerned over  recent  nation-wide  news  stories  concerning 
medical  advances  of  undetermined  merit  by  members  of 
the  profession.  On  page  62  of  the  1966  Judicial  Opin- 
ions and  Reports,  it  states:  “When  any  sore  of  medical 
information  is  released  to  the  public,  the  promise  of 
radical  cures  or  of  extraordinary  skill  or  success  is  un- 
ethical.’ We  feel  that  steps  should  be  taken  by  the 
AMA  to  publicize  in  the  AMA  News  and  other  media 
the  importance  of  strict  adherence  to  the  Gode  of  Ethics 
ruling  on  pubilicty.  Unless  such  abuses  are  curbed,  the 
profession  will  understandably  assume  that  adherence  to 
the  Gode  of  Ethics  is  no  longer  necessary.” 

At  a meeting  of  the  Board  of  Directors  of  this  Asso- 
ciation held  July  10,  1966,  consideration  was  given 
to  this  telegram.  It  was  determined  to  refer  the  mat- 
ter to  the  Professional  Gommittee  for  review  and  recom- 
mendation. 

It  was  the  consensus  that  this  type  of  publicity  is 
just  not  ethical,  not  in  the  interest  of  either  the  patient 


or  the  physician.  It  is  the  recommendation  to  the  Board 
cf  Directors  that  a similar  statement  be  forwarded. 

OTHER  BUSINESS 

Utilization  of  Retired  Physicians 

Delermined  to  refer  to  the  Board  of  Directors  the 
recommendation  of  this  Professional  Gommittee  that 
seme  means  be  found,  possibly  through  a By-Laws 
amendment,  to  utilize  the  talents  of  retired  physicians 
now  residing  in  this  state.  Possibly,  they  could  be  given 
some  type  of  membership  classification  not  reciuiring 
licensure.  They  could  be  appointed  representatives  of 
this  Association  to  various  community  boards  and  coun- 
cils, thus  keeping  it  better  informed.  They  might  wel- 
come the  opportunity  to  serve  in  such  activity.  Possibly, 
a survey  could  be  undertaken  to  locate  them  and 
determine  their  interest. 

Future  Meetings 

Gonsiderable  discussion  ensued  with  regard  to  sched- 
uling of  future  meetings.  It  appears  desirable  to  elim- 
inate, if  possible,  day-long  sessions.  Obviously,  Sundays 
continue  to  be  the  more  favorable. 

The  Ghairman  proposed  that,  with  the  mailing  of  the 
Minute  to  each  Subcommittee  Ghairman,  a duplicate 
copy  of  the  respective  section  of  interest  will  accompany 
it.  This  duplicate  copy  will  be  reviewed  by  the  Sub- 
committee Ghairman  to  assure  satisfaction  of  accuracy, 
but  more  particularly,  to  alert  him  to  the  subject  refer- 
rals requiring  the  attention  of  his  Subcommittee  and 
report.  He  will  sign  this  duplicate  copy,  acknowledging 
its  receipt,  and  mail  it  to  the  Gentral  Office.  In  due 
course,  and  as  early  as  possible  following  investigation 
and/or  deliberation,  the  Subcommittee  Ghairman  will 
submit  in  writing  to  the  Gentral  Office  his  report  on  the 
subject  or  subjects.  This  will  make  it  possible  for  the 
Chairman  to  review  the  report  in  advance  of  the  next 
meeting  and  determine  its  length  through  preparation 
of  the  agenda.  If  it  is  considered  feasible  to  convene  a 
meeting  at  1:00  p.m.  and  conclude  the  session  by  5:00  or 
5:30  p.m.,  this  will  be  done.  AGREED. 

MEETING  ADJOURNED  AT  4:05  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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AL  2-341  1 


October,  1966 


729 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptoms  as  apathy, 
pessimism,  loss  of  interest  and  initia- 


tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  I'/a  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  iiterature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiousiy  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  i FRENCH  LABORATORIES 


730 


Arizona  Medicine 


Use  this  statistic  to  help  convince  your  patients  to  stop  smoking. 


Presentation  of  a familiar  point  of  reference  giving  some 
indication  of  the  amount  of  tar  in  cigarette  smoke  could 
help  influence  your  cigarette  smoking  patients  to  quit. 
LetTar  Gard  help.  In  an  independent  study  by  Curtis  and 
Tompkins,  Analytical  Chemists,  San  Francisco,  it  was 
estimated  that  over  a 365  day  period,  using  twenty  filter 
cigarettes  a day  as  a base,  the  average  amount  of  tar 
{trapped  in  the  unique*  Tar  Gard  filter  holder  was  0.29 
lb.,  more  than  the  weight  of  four  packs  of  cigarettes.** 
Use  this  statistic  to  give  your  patients  a more  concrete 
grasp  of  the  amount  of  tar  in  cigarette  smoke. 

Support  with  visual  demonstration.  Combine  reference 
to  this  statistic  with  a visual  demonstration  in  your  office. 
Show  tar  actually  being  isolated  from  cigarette  smoke. 


^Technically,  Tar  Gard  is  not  a filter.  It  is  a patented  tar 
trapping  device  based  on  the  principle  of  the  Venturi  tube, 
j such  as  is  employed  in  the  bedside  respirator  used  in  critical 

I respiratory  management,  the  vaporizer  and  the  aspirator.  In 
Tar  Gard,  as  cigarette  smoke  is  drawn  into  the  mouthpiece, 

I the  pressure  energy  of  the  tar-filled  smoke  is  accelerated  (to 
approximately  200  mph)  and  then  stopped  abruptly  by  an 
I impingement  barrier,  where  tars  are  trapped. 

^ **36  sealed  packs  of  a leading  filter  cigarette  were  weighed 

and  divided  by  9 to  give  an  average  four  pack  weight  of  .23  lb. 


All  you  have  to  do  is  have  a patient  smoke  four  cigarettes 
through  the  Tar  Gard  Demonstration  Unit.  When  he  sees 
the  amount  of  tar  trapped  in  the  transparent  mouthpiece 
chamber  and  realizes  that  normally  this  would  stay  in 
the  mainstream  of  the  smoke  — the  smoke  he  inhales  — 
this,  related  to  the  number  of  cigarettes  he  has  smoked 
over  a 365  day  period  could  prove  to  be  the  most  dra- 
matic visual  proof  of  the  health  hazards  of  smoking  you 
could  show  him  . . . enough  to  force  him  to  draw  his  own 
conclusions  as  to  whether  the  smoking  habit  is  worth 
the  price  he  might  have  to  pay...  enough  to  convince 
him  to  quit. 

Complete  and  mail  coupon  for  your  free  Tar  Gard 
Demonstration  Unit. 


Tar  Gard  Company,  2 Pine  Street,  San  Francisco,  Calif.  94111 

□ Please  send  me  free  professional  Tar  Gard  demonstration 
unit. 

□ Please  send  me doz.  regular  Tar  Gard  retail  units  at 

special  professional  price  of  $10.00  per  V2  doz.;  minimum 
order.  ($1.67  each  — usually  retails  at  $2.95.) 

□ Check  enclosed.  □ Please  bill  me. 

Name  

Type  of  Practice 

Address__ 

City State Zip 

TAR  GARD, 


be  used  to  treat 
the  active  £sease 
as  well  as  the 
carrier  state? 


w 

Rl 

RI 
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SALMONELLA 

SPECinC 

FUROXONE 

FURAZOUDONE 

UQUID/TABLETS 

Often  succeeds  where  others  fail  in  a wide  variety 
of  bacterial  diarrheas.  Specifically  within  the  broad 
bactericidal  range  of  Furoxone: 

Salmonella  paratyphi  Salmonella  montevideo 

Salmonella  schottmulleri  Salmonella  newport 

Salmonella  typhimurium  Salmonella  anatum 
Salmonella  choleraesuis  Salmonella  derby 
Salmonella  enteritidis 

Proper  antibacterial  therapy  for  individual  cases 
should  help  in  reducing  the  total  nmnber  of  cases  in 
an  epidemic  situation. 

Side  effects  are  infrequent.  A few  hypersensitivity 
reactions  to  Furoxone  have  been  reported  including  a 
fall  in  blood  pressure,  urticaria,  fever,  arthralgia  and 
a vesicular  or  morbilliform  rash.  These  reactions  sub- 
sided promptly  following  withdrawal  of  the  drug. 
Primaquine-sensitive  patients  may  develop  a mild 
reversible  hemolytic  anemia.  Nausea,  emesis,  head- 
ache or  malaise  may  occur  occasionally.  To  obviate 
alcohol-disulfiram  type  reactions,  advise  against  use 
of  alcohol-containing  drugs  during  therapy  and  four 
days  thereafter. 

Do  not  give  to  infants  under  one  month  of  age. 

Composition:  Furoxone  Liquid  contains,  per  15  cc. 
tablespoonful,  furazolidone  50  mg.,  pectin  225  mg., 
and  kaolin  3.0  Gm.  Furoxone  Thblets  each  contain 
100  mg.  of  furazolidone. 

References:  1.  Editorial:  J.A.M.A.  Id9:691  (Aug.  31)  1964.  2. 
Foertsch,  J.  H.:  J.  Oklahoma  Med.  Assn.  57:449  (Oct.)  1964.  3.  Paul, 
H.  E.,  and  Paul,  M.  F.:  The  Nitrofurans— Chemotherapeutic  Proper- 
ties, in  Schnitzer,  R.  J.,and  Hawking,  F.  (Eds.)  Experimental'.Chemo- 
therapy,  Voli  2,  New  York,  Academic  Press,  IS 

Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Company'’ 

NORWICH,  NEW  YORK 


must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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OMGINU  ARTICLES 


PITFALLS  OF  THYROID  FUNCTION  TESTS 


Sheldon  S.  Woldstein,  M.D. 


ISEASES  of  the  thyroid  gland  are  commonly 
encountered  in  clinical  practice,  and  the  sim- 
plicity and  accuracy  of  modern  thyroid  tests  has 
greatly  enhanced  their  recognition  and  diagnosis. 
All  commonly  used  thyroid  tests,  if  properly  per- 
formed, supply  information  useful  for  the  eval- 
uation of  the  patient  and  when  results  are  cor- 
related fully  with  the  clinical  findings,  an  accur- 
ate diagnosis  can  be  established  readily.  Yet, 
these  tests,  like  all  procedures,  are  subject  to 
error  and  misinterpretation,  and  the  physician 
who  accepts  their  results  uncritically  may  be  led 
badly  astray.  A careful  clinical  evaluation  re- 
mains the  foundation  for  diagnosis  of  thyroid 
disease.  Proper  selection  of  the  appropriate  test 
or  tests  to  establish  the  site  and  e\tent  of  thyroid 
abnormality  depends  upon  the  clinical  findings. 
No  single  test  solves  all  diagnostic  problems  in 
thyroid  disease.  No  single  test  is  remarkably 
superior  to  all  others.  No  single  test  is  devoid  of 


Director,  Division  of  Medicine  and  Cliief  of  Endocrinology, 

Cook  County  Hospital;  Professor  of  Medicine, 

Northwestern  University  Medical  School,  Chicago,  Illinois. 

From  the  Hektoen  Institute  for  Medical  Research. 

Presented  at  the  75th  Annual  Meeting  of  the  Arizona  Medical 
Association,  April  1966. 


With  recent  advances  in  treating  hormonal 
disorders  and  modern  advances  in  diagnostic 
procedures,  errors  are  frequent  in  the  inter- 
pretation of  thyroid  tests.  These  pitfalls  are 
discussed  here. 


error.  All  tests  have  inherent  limitations  and 
specific  applications.  An  understanding  of  their 
physiology  is  intrinsic  to  their  proper  use.  There- 
fore, I should  like  to  begin  this  review  of  the 
pitfalls  to  avoid  with  a discussion  of  the  prin- 
ciples of  normal  thyroid  physiology  and  the 
rationale  behind  the  tests  commonly  used  for 
clinical  purposes. 

The  normal  pituitary-thyroid  axis  is  a typical 
negative  feedback,  homeostatic  system.  The  an- 
terior pituitary  elaborates  thyroid  stimulating 
hormone  (TSH,  thyrotropin)  which  stimulates 
thyroid  gi'owth,  hormone  synthesis  and  hormone 
secretion.  Thyroid  hormone,  secreted  by  the 
thyroid  gland  under  the  influence  of  TSH,  ex- 
erts its  peripheral  metabolic  effects  and,  in  turn, 
regulates  pituitary  TSH  secretion.  If  thyroid 
hormone  concentration  falls  below  equilibrium 
levels,  the  pituitary  releases  more  TSH.  If  thy- 
roid hormone  concentration  rises  above  equilib- 
rium levels,  TSH  release  is  inhibited  partially  or 
completely.  Thus,  there  are  high  levels  of  cir- 
culating TSH  in  primary  myxedema,  and  very 
low  or  undetectable  TSH  levels  in  hyperthyroid- 
ism. Having  variations  in  TSH  release  dependent 
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upon  thyroid  hormone  concentration  serves 
normally  to  maintain  a steady  circulating  level 
of  thyroid  hormone.  Recent  evidence  indicates 
that  a TSH  releasing  factor  from  the  hypothal- 
amus may  also  participate  in  the  system,  but 
aparently  not  to  the  same  extent  that  cortico- 
tropin releasing  factor  affects  ACTH  secretion. 

The  thyroid  uniquely  utilizes  iodine  in  the 
manufacture  of  its  hormones.  Using  radioactive 
isotopes  of  iodine,  particularly  iodine^®\  great 
strides  have  been  made  in  working  out  the  de- 
tails of  iodine,  and  thereby  thyroid  metabolism. 
Iodine,  ingested  in  any  form  in  the  food  and 
water,  is  absorbed  from  the  gastrointestinal  tract 
and  enters  the  extracellular  fluid  as  iodide  ion. 
The  daily  requirement  for  iodine  is  normally 
about  200-250/xg,  of  which  h is  accumulated  by 
the  thyroid  and  fs  is  excreted  by  the  kidney. 
Although  the  gastric  and  salivary  glands  also 
take  up  iodide,  this  is  secreted  back  into  the 
gastrointestinal  tract  and  does  not  affect  over-all 
iodine  balance. 

Iodide  accumulation  or  “trapping”  by  the  fol- 
licular cells  of  the  thyroid  is  stimulated  by  TSH. 
When  there  is  excess  TSH,  iodide  uptake  is 
increased  above  normal;  when  there  is  TSH  de- 
ficiency, uptake  is  reduced  below  normal.  In 
addition,  the  concentration  of  iodide  ion  in  the 
plasma  also  influences  its  accumulation,  for 
when  plasma  iodide  is  elevated  above  the  normal 
level  of  0.5/i.g%,  trapping  is  inhibited  and  when 
plasma  iodide  is  much  reduced,  trapping  is  en- 
hanced. Certain  inorganic  radicals,  such  as  per- 
chlorate or  thiocyanate,  impair  trapping  and  can 
therefore  be  used  as  antithyroid  drugs. 

After  being  concentrated  within  the  follicle, 
iodide  is  incorporated  into  the  thyroid  hormones 
through  a number  of  biochemical  steps.  Thy- 
roidal iodide,  as  the  free  ion  which  has  been 
trapped  but  not  yet  incorporated  into  hormone 
is  referred  to  as  “inorganic  iodine.”  Thyroidal 
iodine  which  is  already  incorporated  into  hor- 
mone or  hormone  precursors  is  referred  to  as 
“organic  iodine.”  The  conversion  of  inorganic 
iodine  to  organic  iodine  ordinarily  proceeds 
rapidly  and  completely  within  the  colloid.  A 
number  of  substances,  including  propylthiouracil, 
methimazole,  sulfa  drugs,  and  goitrogens  in  cer- 
tain foods,  block  the  conversion  of  inorganic  to 
organic  iodine,  and  thus  prevent  hormone  syn- 


thesis even  though  they  do  not  prevent  iodide 
trapping. 

The  active  thyroid  hormones,  triiodothyronine 
(Ts)  and  tetraiodothyronine  (T4,  thyroxin)  are 
synthesized  on  tyrosyl  portions  of  intact  thyro- 
globulin,  the  protein  of  the  colloid.  Release  of 
hormone  is  stimulated  by  TSH,  which  activates 
a protease  that  splits  die  Ts  and  T4  moieties  off 
thyroglobulin.  Iodine  appears  to  influence  this 
step,  also,  for  high  plasma  iodide  levels  inhibit 
hormone  release. 

About  95%  of  the  circulating  thyroid  hormone 
is  thyroxin  and  5%,  triiodothyronine.  Some  cir- 
culating Ta  originates  in  the  thyroid,  but  some 
is  derived  from  the  deiodination  of  thyroxin  by 
peripheral  tissues.  Thyroxin  is  transported  in  the 
blood  tightly  bound  to  specific  plasma  proteins 
known  as  thyroxin-binding-globulin  (TRG)  and 
thyroxin-binding  pre-albumin  (TBPA).  A very 
small  amount  of  thyroxin,  depending  upon  ^he 
dissociation  equilibrium,  is  unbound.  It  is  be- 
lieved that  it  is  the  free  thyroxin  which  is  re- 
sponsible for  all  the  metabolic  activity  of  the 
hormone  and  that  the  protein-bound  thyroxin 
serves  as  a reservoir  for  free  thyroxin.  Triiodo- 
thyronine, by  contrast,  is  bound  poorly  by  plasma 
proteins.  This  may  largely  account  for  its  very 
rapid  action  in  comparison  to  thyroxin. 

The  exact  mode  of  action  of  the  thyroid  hor- 
mones at  the  cell  level  is  not  known.  Thyroid 
hormones  increase  oxygen  consumption,  aug^ 
ment  the  actions  of  epinephrine  and  norepine- 
phrine, and  have  important  effects  on  growth 
and  the  metabolism  of  lipids  and  proteins.  They 
are  metabolized  in  the  liver  and  other  tissues 
and  are  inactivated  by  conjugation,  deiodination, 
deamination,  and  decarboxylation.  The  iodide 
released  by  deiodination  re-enters  the  iodine 
cycle. 

A number  of  tests  are  readily  available  in 
most  hospitals  for  assessing  thyroid  function  and 
the  function  of  the  pituitary-thyroid  axis  (Fig. 
I ) . The  term  “thyroid  function  test”  is  perhaps 
best  restricted  to  those  tests  which  measure 
directly  thyroidal  trapping,  hormone  synthesis 
or  hormone  release.  The  remainder  measure  thy- 
roid function  only  indirectly  and  should  be  re- 
ferred to  by  a less  specific  term,  such  as  “thyroid 
test.” 
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COMMON  THYROID  TESTS 


Hypothalamus 


PITUITARY  FUNCTION 


Kidney 


Tissues 


PERIPHERAL  ACTION 
BMR;  cholesterol 
catecholamine  sensitivity 


urine  RAI 
I- 


Figure  I 


Measurement  of  thyroid  uptake  of  a tracer 
dose  of  radioactive  iodine  is  a direct  measure  of 
its  iodide  trapping  function.  Iodine-131  is  the 
most  commonly  used  tracer  and  the  uptake  is 
conventionally  measured  24  hours  after  the 
tracer  has  been  administered.  But  a variety  of 
modified  uptake  tests  are  used  for  special  needs. 
These  include  the  radioiodine  uptake  at  10  min- 
utes, 1 hour,  2 hours,  6 hours,  or  other  intervals 
up  to  48  hours;  the  indirect  estimation  of  trap- 
ping from  the  urinary  excretion  of  tracer  during 
the  first  24-72  hours  after  its  administration;  and 
the  measurement  of  uptake  when  the  trap  mech- 
anism is  challenged  with  stable  iodide  or  thio- 
cyanate. When  one  wishes  to  know  whether 
different  portions  of  the  thyroid  are  trapping 
at  different  rates,  or  whether  ectopic  tissue  is 
accumulating  iodine,  differential  counting  or 
scanning  is  used.  It  is  also  possible  to  assess 
whether  over-all  hormone  synthesis  is  intact,  and 
whether  hormone  release  is  normal  by  relatively 
simple  modifications  of  the  uptake  procedure. 
For  the  usual  clinical  situation,  the  24-hour 
radioiodine  uptake  is  the  standard  test  of  thyroid 
function.  It  is  simple,  reliable,  reproducible,  and 
results  compare  well  between  laboratories. 

A second  parameter  useful  to  measure  is  the 
concentration  of  circulating  thyroid  hormone. 
The  serum  protein-bound  iodine  ( FBI ) supplies 
this  estimate  in  a reasonably  direct  fashion.  The 
in  vitro  uptake  of  F^’^-labelled  triiodothyronine 


by  erythrocytes  or  an  ion-exchange  resin  also 
serves  as  a useful,  if  more  indirect,  estimate  of 
blood  hormone  concentration.  It  should  be  un- 
derstood that  the  level  of  hormone  found  in  the 
blood  by  these  or  more  precise  tests  is  assumed 
to  originate  in  the  thyroid  and  therefore  reflect 
thyroid  hormone  release.  Should  the  hormone  be 
of  exogenous  or  ectopic  origin,  this  assumption 
may  be  quite  misleading. 

Thyroid  hormones  exert  their  effects  upon  all 
tissues  of  the  body.  The  BMR  and  the  serum 
cholesterol  concentration  are  commonly  em- 
ployed to  gauge  this  peripheral  action,  as  a re- 
flection of  thyroid  activity.  What  is  being  tested, 
however,  is  quite  remote  from  the  thyroid  itself 
and  influenced  by  many  factors  besides  the 
thyroid.  These  tests  therefore  must  be  interpreted 
with  much  caution. 

A final  site  to  be  considered  when  studying 
the  thyroid  is  the  pituitary.  Measurement  of 
blood  TSH  by  bio-  or  immunoassay  is  not  yet 
practical  for  routine  use,  so  indirect  tests  must 
be  used.  The  effect  of  an  injection  of  TSH  upon 
the  radioiodine  uptake  indicates  whether  the 
thyroid  is  capable  of  responding  to  its  physio- 
logic stimulus.  Whether  or  not  the  administra- 
tion of  triiodothyronine  suppresses  radioiodine 
uptake,  as  it  does  normally  due  to  inhibition  of 
TSH,  indicates  whether  or  not  the  thyroid  is 
under  the  physiologic  control  of  the  pituitary. 

Thus,  in  assessing  the  patient  with  possible 
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thyroid  disease,  several  sites  — the  thyroid  itself, 
the  blood,  the  peripheral  tissues,  and  the  pitui- 
tary — may  have  to  be  evaluated  before  the 
diagnosis  is  complete.  Ordinarily,  this  can  be 
accomplished  simply  by  determination  of  the 
24-hour  radioiodine  uptake,  the  FBI  (or  the 
Tsred  cell  uptake)  and  the  BMR.  This  simple 
thyroid  profile  is  supplemented  when  appropriate 
by  injection  of  TSH  to  stimulate  the  thyroid,  or 
by  suppression  of  pituitary  TSH  by  administra- 
tion of  triiodothyronine.  Only  in  unusual  cir- 
cumstances will  resort  to  additional  or  more 
sophisticated  tests  be  necessary  for  clinical  pur- 
poses. 

In  Table  I are  shown  the  results  to  be  ex- 
pected when  using  this  thyroid  profile  in  the 
disorders  most  commonly  encountered  in  prac- 
tice. The  ranges  of  normal  found  in  our  labora- 
tory are  shown  on  the  top  line.  We  use  the 
Ts-resin  uptake;  values  for  the  Ts  test  using 
erythrocytes  are  reported  to  be  lower  in  some 
laboratories.  In  non-toxic  goiter,  endocrine  func- 
tion of  the  thyroid  is  intact,  so  that  trapping, 
circulating  hormione  levels,  and  metabolic  rates 
are  normal.  In  nodular  goiter,  the  radioiodine 
scan  of  the  gland  may  show  the  presence  of 
non-functioning  nodules  (“cold”  nodules),  or 
nodules  whose  function  does  not  differ  from  the 
rest  of  the  gland  (“lukewarm”  nodules),  or  nod- 
ules which  accumulate  iodine  more  avidly  than 
the  rest  of  the  gland  (“hot”  nodules).  Occa- 
sionally, a “hot”  thyroid  adenoma  may  “blank 
out”  the  remainder  of  the  gland,  the  scan  show- 
ing a solitary,  functioning  nodule  but  no  other 
thyroid  tissue.  Such  a scan  indicates  that  an 
autonomous  adenoma  is  present.  It  secretes 
thyroxin  independent  of  the  pituitary.  The  thy- 
roxin shuts  off  TSH  secretion,  and  the  remainder 
of  the  gland,  being  sensitive  to  TSH  levels,  shuts 


down,  too.  After  destruetion  of  the  adenoma  by 
radioiodine  therapy,  the  scan  will  show  the  nod- 
ule to  be  absent  and  the  remainder  of  the  gland 
to  have  resumed  uniform  function. 

Primary  hypothyroidism  cannot  be  distin- 
guished by  clinical  means  from  secondary  hypo- 
thyroidism. In  both  types,  the  thyroid  profile 
shows  depressed  thyroid  function,  deficiency  of 
circulating  hormone,  and  the  peripheral  effects 
of  hormone  lack.  If  the  disease  is  primary,  that 
is,  due  to  loss  of  thyroid  tissue,  injection  of 
TSH  will  elicit  no  response,  and  neither  the 
radioiodine  uptake  nor  the  FBI  will  rise.  If  the 
disease  is  secondary,  that  is,  due  to  pituitary 
hypofunction,  the  injection  of  TSH  will  supply 
the  missing  tropin  and  the  dormant  thyroid  will 
respond  to  stimulation.  As  a result,  the  radioio- 
dine uptake  will  increase  significantly,  as  will 
the  FBI. 

The  hyperthyroid  gland  traps  iodine  exces- 
sively and  secretes  excessive  hormone,  which 
produces  the  peripheral  manifestations  of  thy- 
rotoxicosis. Sometimes,  it  is  difficult  to  distin- 
guish clinically  borderline  hyperthyroid  patients 
from  anxious  normal  ones.  Suppose  upon  testing, 
the  radioiodine  uptake  is  found  to  be  high.  If  the 
patient  is  normal,  administration  of  triiodothyro- 
nine will  inhibit  TSH  secretion  and  result  in  a 
significant  decrease  in  uptake.  If  true  hyperthy- 
roidism exists,  the  thyroid  is  being  stimulated  by 
a non-pituitary  factor  and  endogenous  TSH  is 
already  suppressed.  Therefore,  administration  of 
triiodothyronine  will  have  no  effect,  and  the 
radioiodine  uptake  will  remain  high.  This  test, 
which  is  very  reliable  for  confirming  hyperthy- 
roidism, adds  exogenous  hormone  to  the  body. 
This  may  be  quite  hazardous  in  overt  hyper- 
thyroidism, so  the  test  should  be  used  only  in 
equivoeal  or  mild  cases. 


TYPICAL  RESULTS  IN  THYROID 
TEST 

• PROFILE 

CONDITION 

RAI 

PBI 

Ts 

BMR 

SPECIAL 

Normal 

15-40 

4-8 

25-35 

— 15  to 
+ 10 

Simple  Goiter 

N 

N 

N 

N 

Scan:  uniform 

Nodular  Goiter 

N 

N 

N 

N 

Scan:  cold  to 
hot  spots 

Hypothyroidism, 

r 

Low 

Low 

Low 

Low 

TSH:  no  resp. 

2° 

Low 

Low 

Low 

Low 

TSH:  + resp. 

Hyperthyroidism 

High 

High 

High 

High 

No  suppression 
C T3 

Pregnancy 

(N-High)  High 

Low 

High 
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Pregnancy  often  produces  symptoms  which 
suggest  thyrotoxicosis.  Since  hyperthyroidism 
occurs  with  increased  frequency  in  pregnancy, 
the  physician  is  hard  put  at  times  to  decide 
whether  or  not  thyroid  disease  exists.  In  preg- 
nancy, the  radioiodine  uptake  increases  slightly, 
but  this  test  is  avoided  because  of  the  radiation 
risk  to  the  fetus.  The  BMR  rises  in  pregnancy 
because  of  the  extra  metabolism  of  the  fetus. 
The  PBI  also  is  increased  in  pregnancy  because 
of  increased  thyroxin  binding  globulin,  due  to 
estrogen.  The  usual  thyroid  profile,  therefore, 
may  not  be  diagnostic.  However,  because  of  the 
excess  thyroxin  binding  capacity,  the  in  vitro  Ts 
test  will  give  low  values  in  euthyroid  pregnancy. 
In  pregnancy  and  hyperthyroidism,  however,  the 
in  vitro  Ts  test  will  be  higher  than  expected  and 
may  have  some  diagnostic  value. 

Based  on  the  physiologic  principles  discussed 
so  far,  the  proper  tests  by  which  to  follow  pa- 
tients under  treatment  can  be  selected  (Table 
II).  Treatment  with  antithyroid  drugs  or  radio- 
iodine cannot  be  evaluated  by  radioiodine  up- 
take, for  thyroid  function  has  been  deliberately 
disordered.  But  an  estimate  of  the  amount  of 
hormone  reaching  the  blood  and  tissues  is  use- 
ful, so  the  PBI  and  BMR  are  used  to  follow  the 
patients.  Suppose  some  months  later  considera- 
tion is  given  to  a second  dose  of  radioiodine. 
Here,  radioiodine  uptake  is  measured  not  to 
diagnose  hyperactivity,  but  to  establish  whether 
a therapeutic  dose  will  be  sufficiently  accum- 
ulated to  warrant  treatment.  Suppose  one  wishes 
to  prognosticate  whether  the  now  eumetabolic 
patient  is  cured  of  hyperthyroidism.  First,  the 
thyroid  profile  should  be  within  normal  limits, 
establishing  a quantitative  return  to  normal.  If 
now  a Ts  suppression  test  is  done,  and  a brisk 


decline  in  radioiodine  uptake  occurs,  evidence 
has  been  secured  that  the  thyroid  is  once  again 
responsive  to  pituitary  TSH,  that  the  abnormal 
stimulator  has  disappeared,  and  that  a perma- 
nent cure  is  likely. 

Patients  with  known  hypothyroidism  on  treat- 
ment cannot  be  followed  by  radioiodine  uptakes, 
for  these  are  invariably  low.  If  thyroxin  is  used, 
the  PBI  is  adequate  for  estimating  circulating 
levels  of  hormone  and  the  BMR  will  reflect  its 
metabolic  effectiveness.  If  triiodothyronine  is 
used,  however,  the  PBI  is  unsuitable  for  evalua- 
tion, because  Ts  does  not  bind  well  to  TBG  and 
therefore  is  not  measured  by  the  test.  Extracts 
of  whole  thyroid  from  animal  sources  also  have 
been  shown  to  produce  irregular  serum  PBI 
levels  due  to  a variable  amount  of  triiodothyro- 
nine in  the  preparations. 

A common  problem  calling  for  proper  selec- 
tion of  thyroid  tests  is  that  of  the  patient  who  is 
already  taking  full  doses  of  thyroid  hormone 
and  wants  to  know  if  she  need  do  so.  If  the 
patient  is  a true  primary  myxedema,  one  should 
not  interrupt  treatment  to  find  out.  Presently, 
the  uptake  will  be  low  because  of  deficient  thy- 
roid function,  but  the  PBI  and  BMR  will  be 
normal  because  of  adequate  replacement.  A TSH 
stimulation  test  permits  accurate  diagnosis  with- 
out interruption  of  medication,  a lack  of  re- 
sponse will  confirm  the  diagnosis,  and  the  pa- 
tient can  be  assured  of  the  need  for  treatment. 
If  the  patient  is  actually  euthyroid,  the  present 
uptake  will  be  low  due  to  feedback  suppression, 
and  the  PBI  and  BMR  will  be  normal  because 
of  the  replacement  of  endogenous  by  exogenous 
hormone.  A TSH  test  again  permits  accurate 
diagnosis.  A positive  response  will  be  obtained 
indicating  the  patient  has  her  own  thyroid  gland. 


THYROID  PROFILE  IN  THERAPEUTIC  PROBLEMS 

TEST 


PROBLEM 

RAI 

PBI  or  Ts 

BMR 

SPECIAL 

HYPERTHYROIDISM 

On  PTU  Rx 

blocked 

X 

X 

— 

After  RAI  Rx 

variable 

X 

X 

— 

Another  dose  RAI? 

x 

X 

X 

— 

Is  Pt.  cured? 

X 

X 

X 

Ts  supp. 

Is  Pt.  hypothyroid? 

x 

X 

X 

TSH  stim. 

HYPOTHYROIDISM 

Proven,  on  T4  Rx 

absent 

X 

X 

— 

Proven,  on  T3  or 

Extract  Rx 

absent 

unreliable 

X 

— 

EUTHYROIDISM 

On  T4  Rx 

suppressed 

normal 

normal 

TSH  stim. 

On  Ts  Rx 

suppressed 

suppressed 

normal 

TSH  stim. 

Table  II 
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It  is  likely  that  a misdiagnosis  has  been  made 
and  thyroid  medication  can  be  stopped. 

Having  now  discussed  what  thyroid  tests 
measure  and  how  we  use  them,  where  are  the 
pitfalls  that  are  to  be  avoided?  Error  may  ap- 
pear from  many  sources.  The  technician  may 
miscalculate  — decimal  errors  occur  now  and 
again  in  the  radioiodine  uptake.  Or  an  exhausted 
CO2  absorbant  may  be  used  in  the  BMR  appara- 
tus. Look  out  for  extraneous  factors  which  may 
affect  the  test.  Heavy  metals  interfere  chemic- 
ally with  the  FBI  method.  If  the  patient  has 
received  a mercurial  diuretic  or  a gold  injection 
recently,  FBI  values  will  be  depressed  and  have 
no  meaning.  Learn  the  normal  limits  for  the  test 
as  done  in  the  laboratory  you  use.  For  example, 
normal  values  for  the  Ts-erythrocyte  uptake  test 
in  a well-known  commercial  laboratory  are  con- 
siderably lower  than  the  normal  values  for  the 
Ta  uptake  by  ion  exchange  resin  in  our  labora- 
tory. 

These  are  technical  and  methodologic  errors 
that  are  fortunately  quite  rare.  The  remainder  of 
the  pitfalls  unfortunately  are  physician  errors. 
A common  one  is  the  omitted  test.  A patient 
presents  with  cachexia  and  diarrhea,  and  the 
barely  palpable  thyroid  is  not  considered  sig- 
nificant. How  likely  it  is  that  this  patient  will  be 
studied  and  restudied  for  occult  intestinal  malig- 
nancy until  someone  thinks  to  do  a thyroid  test 
and  discovers  yet  another  example  of  apathetic 
hyperthyroidism.  Another  example  is  the  failure 
to  test  all  hypothyroid  patients  with  TSH.  This 
will  result  in  failure  to  discover  those  whose 
disease  is  secondary  to  hypopituitarism  and  may 


lead  to  disastrous  adrenal  insufficiency  when 
thyroid  hormone  therapy  is  instituted. 

Selection  of  the  wrong  test  is  another  possible 
pitfall.  As  I have  just  pointed  out,  the  FBI  does 
not  adequately  measure  circulating  Ts.  I have 
seen  patients  who  have  been  given  Ts  to  the 
point  of  toxicity  because  the  physician  was  treat- 
ing the  FBI  and  not  the  patient,  and  the  FBI 
did  not  change  as  the  dose  of  Ts  was  increased 
and  increased  again! 

Additional  pitfalls  include  reliance  upon  one 
thyroid  test  when  more  than  one  is  called  for, 
failure  to  appreciate  the  limits  of  the  informa- 
tion derived  from  a given  test,  and  misinterpre- 
tation of  a physiologic  variation  for  a pathologic 
one.  Let  me  illustrate  these  pitfalls  next. 

In  a number  of  disorders  of  the  thyroid,  the 
results  of  the  tests  of  the  thyroid  profile  move 
in  opposite  directions  (Table  HI).  Reliance  upon 
one  test  alone  instead  of  the  entire  profile  might 
lead  to  erroneous  conclusions.  As  an  example, 
consider  what  happens  in  thyrotoxicosis  factitia, 
wherein  the  patient  surreptitiously  ingests  thy- 
roid to  the  point  of  toxicity.  The  patient  appears 
toxic,  and  the  FBI  and  BMR  are  abnormally 
high.  These  results  do  not  indicate  hyperthyroid- 
ism, however,  for  unlike  true  hyperthyroidism, 
the  radioiodine  uptake  will  be  found  to  be  low, 
TSH  having  been  suppressed.  A similar  phenom- 
enon occurs  in  struma  ovarii,  where  ectopic 
thyroid  tissue  in  the  ovary  secretes  thyroxin  that 
suppresses  TSH  and  the  function  of  the  cervical 
thyroid.  An  example  of  opposite  divergent  re- 
sults is  found  in  iodine  deficient  goiter.  I was 
once  asked  to  see  a young  woman  suspected  of 
having  hyperthyroidism  because  of  goiter  and 


DISCREPANT  RESULTS  IN 
TEST 

THYROID  PROFILE 

CONDITION 

RAI 

FBI 

Ts 

BMR 

SPECIAL 

Thyrotoxicosis 

factitia 

Low 

High 

High 

High 

TSH:  response 

Struma 

ovarii 

Low 

N - 
High 

N - 
High 

N - 
High 

TSH:  -}-  response 
Scan:  pelvis 

Thyroiditis, 

subacute 

Low 

High 

High 

High 

TSH:  -)-  response 

Thyroiditis, 

a) 

Low 

Low 

Low 

Low 

TSH:  no  response 

chronic 

b) 

High 

Low 

Low 

Low 

SCN'  washout  -f 

c)  High 

High 

Low 

Low 

BEI:  low;  iodoprotein:  -p 

I2  Deficient 
goiter 

High 

N - 
Low 

N - 
Low 

N - 
Low 

Ts  suppression  -f- 

Goitrous 

cretin 

High 

High 

Low 

Low 

Ts  suppression  -f- 

Table  HI 
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nervousness.  The  radioiodine  uptake  was  over 
70%,  indicating  the  thyroid  was  avidly  trapping 
iodine.  The  patient  was  a food  faddist  and  on  an 
inadequate  diet.  Hyperthyroidism  was  ruled  out 
and  a dietary  deficiency  of  iodine  was  indicated 
by  the  finding  of  a slightly  low  serum  PEL  Here 
then  was  a situation  wherein  dietary  deficiency 
of  iodine  limited  hormone  synthesis,  resulting 
in  a low  PBI  and  an  increased  endogenous  TSH 
secretion.  The  excess  TSH  stimulation  led  to 
goiter  and  a high  radioiodine  uptake.  Instead  of 
being  hyperthyroid,  this  patient  was  functionally 
hypothyroid  and  supplementation  of  diet  with 
iodine  quickly  reversed  all  abnormalities. 

In  Hashimoto’s  struma  and  in  certain  congen- 
ital errors  of  hormone  synthesis  leading  to  goi- 
trous cretinism  the  results  of  the  thyroid  tests 
are  also  divergent.  Here,  too,  the  explanation 
resides  in  the  altered  physiology  produced  by 
the  disease.  Rehance  on  one  test  rather  than  the 
profile  can  lead  to  misdiagnosis. 

Failure  to  appreciate  the  diagnostic  limita- 
tions of  a given  thyroid  test  can  also  lead  to 
significant  error  in  diagnoses  and  treatment.  The 
BMR  perhaps  has  been  the  most  abused  test  in 
this  regard.  To  this  day,  it  is  a common  clinical 
experience  to  encounter  patients  who  are  being 
treated  with  desiccated  thyroid  because  of  a 
BMR  of  minus  20%.  Most  often  these  patients 
are  overweight,  and  the  low  BMR  is  explained 
by  obesity,  not  hypothyroidism.  Uncomplicated 
true  myxedema  almost  always  produces  a BMR 
of  -30  to  -40%.  Basically,  the  BMR  produces  an 
estimate  of  the  over-all  metabolic  state  of  the 
body,  only  part  of  which  is  the  result  of  thyroid 
hormone  activity.  Malignancy,  for  example,  has 
an  independent  rate  of  metabolism  not  related 
to  thyroid  hormone.  I have  seen  patients  having 
both  myxedema  and  leukemia  who  have  had 
BMR’s  over  -f-1%.  Here,  the  increase  in  BMR 
from  the  usual  myxedema  level  of  — 40%  to 
over  -|-1%  is  due  to  the  high  metabolic  rate  of 
the  leukemic  cells.  The  patient’s  other  tissues  are 
completely  myxedematous.  In  congestive  failure, 
the  BMR  is  increased  because  of  respiratory 
muscle  activity.  The  metabolic  rate  is  not  really 
basal,  because  the  patient  is  working  hard  in 
order  to  breathe.  In  general,  the  BMR  has 
marked  limitations  if  used  for  the  diagnosis  of 
thyroid  dysfunction.  It  is  a useful  test,  however, 
to  assess  the  results  of  therapy  in  otherwise 
proven  thyroid  disease,  as  for  example  the  effect 


of  propylthiouracil  in  hyperthyroidism  and  of 
thyroxin  in  myxedema. 

Nowadays,  of  course,  physicians  lean  more 
heavily  on  the  radioiodine  uptake  and  the  PBI 
than  on  the  BMR.  But  in  these  tests,  too,  an 
understanding  of  their  limitations  is  required  to 
avoid  erroneous  interpretation  of  the  results. 
Assuming  there  is  no  technical  error,  these  tests 
do  not  produce  “false  results,”  for  the  values 
are  true  reflections  of  the  physiologic  state.  Re- 
sults may  be  “false”  in  the  sense  that  a high 
value  is  not  indicative  of  hyperthyroidism  and  a 
low  value  of  hypothyroidism. 

There  are  several  circumstances  in  which  the 
trapping  of  iodine  by  the  thyroid  is  increased, 
even  though  hyperthyroidism  does  not  exist. 
Common  to  all  is  an  alteration  of  physiology 
leading  to  excess  TSH  secretion.  This  enhances 
trapping  and  results  in  a high  radioiodine  uptake. 
A triiodothyronine  suppression  test  should  be 
performed  whenever  a false  high  uptake  is  sus- 
pected. The  administration  of  this  drug  for  one 
week  will  significantly  depress  the  uptake  if  it 
is  high  physiologically,  ruling  out  hyperthyroid- 
ism. If  the  uptake  remains  unchanged  after  tri- 
iodothyronine administration,  it  is  indicative  of 
true  hyperthyroidism. 

The  most  common  disturbance  of  the  radio- 
iodine uptake  is  the  production  of  a low  test 
result  by  a substance  which  has  interfered  with 
trapping.  Iodine,  in  its  many  inorganic  and 
organic  forms,  is  the  most  common  offender. 
Some  iodine  compounds  are  excreted  rapidly 
and  interfere  but  for  brief  periods.  But  some 
persist  for  a long  time.  A few  years  ago,  a gall- 
bladder dye  was  introduced  with  a half-life  in 
the  serum  of  over  30  years! 

Antithyroid  drugs  interfere  with  the  uptake 
by  preventing  binding  of  iodine  and  allowing  the 
tracer  to  wash  out  of  the  gland  before  the  meas- 
urement is  made,  Goitrogens  act  in  a similar 
fashion.  Exogenous  thyroxin  and  triiodothyro- 
nine inhibit  TSH,  and  thereby  suppress  uptake. 
Large  doses  of  steroids  occasionally  depress 
uptake,  but  this  is  not  a common  problem  in 
my  experience. 

Let  me  also  mention  the  example  of  a false 
low  uptake  produced  by  an  unsuspected  inter- 
fering substance.  We  were  once  asked  to  see  a 
patient  on  the  Surgical  service  because  her 
radioiodine  uptake  was  found  to  be  3%.  She 
appeared  perfectly  euthyroid  clinically  and  the 
PBI  and  BMR  were  normal.  We  could  obtain  no 
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history  of  ingestion  of  iodine  or  other  drugs. 
She  was  being  treated  for  chronic  leg  ulcer, 
however,  and  we  learned  that  the  dressings 
were  being  soaked  with  Dakin’s  solution.  Dakin’s 
solution  contains  sodium  hypochlorite.  Like  per- 
chlorate ion,  hypochlorite  ion  must  block  the 
trap,  for  when  the  Dakin’s  solution  was  replaced 
by  saline,  a normal  radioiodine  uptake  was  ob- 
tained. One  must  ever  be  alert  to  interfering 
substances. 

Finally,  there  are  a number  of  causes  for  low 
and  high  FBI  values  which  are  not  related  to 
thyroid  disease.  Most  factors  causing  false  ele- 
vations of  the  FBI  do  so  by  producing  an  in- 
crease in  thyroxin  binding  globulin.  This  is 
associated  with  a low  Ts-erythrocyte  uptake  test. 
Most  factors  causing  false  reductions  of  the 
FBI  do  so  by  producing  a decrease  in  thyroxin- 
binding globulin.  This  is  associated  with  a high 
value  for  the  Ts-erythrocyte  uptake  test.  The 
combination  of  these  two  tests  is  a good  way  to 
identify  such  non-thyroid  factors,  for  the  FBI 
and  Ts  test  move  in  opposite  directions.  By 


contrast,  when  true  hyperthyroidism  or  hypo- 
thyroidism exist,  thyroxin-binding  globulin  is  not 
affected  and  the  FBI  and  Ts  tests  move  in  the 
same  direction. 

The  ultimate  pitfall  in  thyroid  tests  is,  of 
course,  the  unquestioned  acceptance  of  test  re- 
sults by  the  uninformed  physician.  In  the  final 
analysis,  clinical  judgment  remains  the  best 
single  way  to  diagnose  thyroid  disease.  Thyroid 
tests  supplement,  extend  and  confirm  clinical 
judgments.  But  no  single  test  or  group  of  tests 
should  be  accepted  without  question.  Interpre- 
tation depends  upon  understanding.  In  the  realm 
of  thyroid  disease,  we  are  fortunate  that  an 
intimate  understanding  of  normal  and  altered 
physiology  has  been  developed  and  that  a variety 
of  excellent  and  practical  tests  exist  to  demon- 
strate the  altered  physiology.  If  the  physician 
will  understand  the  basis  for  the  thyroid  tests 
and  will  carefully  integrate  test  results  with  the 
clinical  findings,  he  will  avoid  most  of  the  pit- 
falls  that  are  likely  to  be  found  in  thyroid  tests. 


BRAND  OR  GENERIC  — LET  THE  PHYSICIAN  DECIDE 

The  generic  name  versus  trade  name  has  been  and  is  one  of  those  tiresome 
issues  that  never  seems  to  get  settled  and  is  always  good  for  a political  “hoorah.” 
As  a physician,  I have  to  prescribe  drugs  and  my  patients  have  to  use  and  pay 
for  them.  Ferhaps  I have  been  too  permissive,  but  I do  not  believe  the  cure  is 
adoption  of  all  generic  names  and  federal  control.  I believe  the  problem  is  not 
all  that  complicated  unless  we  prefer  to  make  it  so.  Is  it  disrespectful  to  sug- 
gest that  the  decision  should  rest  principally  in  the  hands  of  the  thoughtful 
physician?  And  you  know  there  are  some!  — Irving  H.  Fage,  M.D.,  in  Modern 
Medicine,  (34:107),  June  6,  1966. 
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ARIZONA’S  MEDICAL  MEMORIES 


Audrey  D 


James  H.  Taggart,  M.D. 


Two  years  ago  I compiled  a short  history  of 
Arizona’s  surgeons,  and  since  then  my  studies 
have  become  an  irresistable  hobby.  In  my  history 
I included  a resume  of  a gunshot  wound  inflict- 
ed upon  J.  H.  Taggart,  M.D.  Recently,  I located 
an  article  on  this  subject  published  in  1883  in 
the  “Pacific  Medical  and  Surgical  Journal.”  This 
is  perhaps  the  first  article  written  by  an  Arizona 
physician  to  be  published  in  a nationally  recog- 
nized medical  journal. 

Dr.  A.  E.  DeCorse,  author  of  the  article  and 
partner  of  Dr.  Taggart,  was  also  one  of  the  first 
medical  doctors  to  practice  in  Yuma.  About 
1867,  after  serving  for  the  Union  Army,  during 
the  Civil  War,  he  began  practice  in  Yuma.  Aside 
from  his  private  practice  he  served  as  contract 
surgeon  in  the  old  Yuma  Territorial  Prison.  Dr. 
DeCorse  died  in  1891,  and  is  still  survived  by 
one  son.' 


Stevens 


Albert  E.  DeCorse,  M.D. 


Dr.  Taggart  moved  to  Yuma  in  1877  or  1878. 
He  was  evidently  newsworthy  from  the  begin- 
ning of  his  residency,  as  there  are  scattered 
notations  of  his  activities  from  the  time  he  ar- 
rived until  his  death  in  1893. 

Like  nearly  all  of  the  early  settlers  of  Arizona 
Dr.  Taggart  carried  a gun  and  on  at  least  two 
occasions  it  could  have  proven  his  undoing. 
There  is  a notation  in  Dr.  Orville  H.  Brown’s 
collection  of  unpublished  material  which  reads: 

“Captain  Jack  Mellon  was  one  of  the  widely 
known  steamboat  men  on  the  Colorado.  It  is 
told  that  Mellon’s  wife  was  ill  and  Dr.  Taggart, 
the  only  medical  man  in  town,  was  called  to 
attend  her.  When  Mrs.  Mellon  had  recovered. 
Dr.  Taggart  presented  her  husband  ^\’ith  an 
exorbitant  bill  of  $500.00.  Captain  Mellon  paid 
it  and  said  nothing.  Some  little  time  later  Dr. 
Taggart  was  called  to  Ehrenberg  on  a serious 
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case  and  Captain  Mellon  took  him  up  the  river 
in  the  steamer  Mohave.  When  they  returned 
and  Dr.  Taggart  offered  to  pay  his  fare,  Captain 
Mellon  took  a ruler  and  measured  the  doctor, 
then  after  long  ealculations  and  deliberations, 
informed  him  that  his  bill  was  $500.00.  When 
Dr.  Taggart  protested,  Mellon  reminded  him 
that  the  physieian’s  bill  had  been  paid  without 
a murmur  and  with  a drawn  pistol  quietly  in- 
formed him  that  he  rather  expected  that  he 
would  have  to  pay  the  $500.00.  The  money  was 
not  long  in  ehanging  hands.”^ 

There  are  several  aceounts  of  Dr.  Taggart’s 
published  shooting  spree.  The  first  one  reads: 
“On  Thursday  morning,  (Feb.  23)  at  about 
half  past  six  o’clock,  Yuma  was  startled  by  the 
oecurrence  of  a shooting  affair  that  was  as  pain- 
ful as  it  was  uncalled  for.  Briefly  stated:  Dr. 
Taggart  was  shot  in  the  stomach  by  Ceorge 
Angelo  and  in  defending  himself  Dr.  Taggart 
shot  Angelo  through  the  breast.  The  aggressor, 
Angelo,  has  been  in  a cranky  condition  for  some 
time  past,  and  has  had  an  idea  that  he  had  been 
cheated  out  of  the  property  on  Madison  Avenue, 
known  as  the  Spear  property,  which  is  owned  by 
Dr.  Taggart.  He  had  frequently  made  threats 
against  the  tenants  of  the  property,  and  on 
Wednesday  last,  he  warned  them  all  to  vaeate 
the  premises,  threatening  to  kill  them  if  they  did 
not  comply.  This  threat,  while  it  did  not  serious- 
ly alarm  them,  was  sufficient  to  put  Dr.  Taggart 
on  his  guard.  On  Thursday  morning,  about  half 
past  six  o’clock,  Angelo  went  to  the  Doctor’s 
residence,  and  entering  the  yard  at  the  side  gate, 
passed  through  to  the  building  on  the  comer  of 
Madison  Avenue  and  First  Street,  oecupied  by 
Drs.  DeCorse  and  Taggart  as  an  office  and 
commenced  kicking  at  the  door.  This  brought 
the  Doctor  out  and  upon  arriving  at  the  door 
he  found  Angelo  inside  his  office,  engaged  in 
gathering  up  the  books  and  bottles,  with  evident 
intention  of  throwing  them  into  the  street. 

“As  soon,  however,  as  Angelo  saw  the  Doctor 
he  dropped  the  things  he  had  in  his  arms,  and, 
seizing  a stiek,  he  struck  Dr.  Taggart  on  the 
head.  At  this  the  Doctor  turned  and  left  the 
office,  followed  by  Angelo,  who  was  still  trying 
to  strike  him.  It  was  then  that  the  shooting 
commenced.  When  they  were  both  on  the  side 
of  the  house  next  to  the  railroad  track  Angelo 
drew  his  pistol  and  shot  at  the  Doctor,  who 
returned  the  eompliment,  Taggart  firing  two 
shots,  and  Angelo  three.  While  firing,  Taggart 


had  been  walking  backwards,  and  finding  him- 
self badly  hurt,  he  turned  and  went  into  his 
house.  Angelo  also  turned  and  went  into  the 
offiee  and  fell  on  the  floor  where  he  was  found 
shortly  after  with  an  ugly  hole  in  his  left  breast.”® 
This  article  was  followed  by  short  notices  of 
Doetor’s  recovery  and  on  April  1,  1882,  there  was 
a notice  stating:  “Dr.  Taggart  continues  to  im- 
prove and  we  are  authorized  to  state  he  is  now 
out  of  danger.”^ 

For  today’s  physieians  the  following  article 
should  be  even  more  interesting.  It  is  taken 
from  the  original  artiele  in  the  “Pacifie  Medical 
and  Surgical  Journal.” 

“GUNSHOT  WOUND  OF  THE  LIVER 
- RECOVERY” 

By  A.  E.  DeCorse,  M.D.,  of  Yuma,  Arizona 
“J.  H.  Taggart,  M.D.,  aged  45/2  years,  was  shot 
on  the  morning  of  February  22,  1882,  at  7 
o’clock,  from  a distance  of  less  than  two  yards. 
The  weapon  used  was  a Colt’s  revolver,  navy 
pattern,  old  style,  and  loaded  with  powder  and 
ball.  Three  shots  were  fired  by  the  assailant,  only 
one  of  which,  the  first,  took  effeet.  The  bullet 
struck  first  the  right  hand  at  the  knuckle  of  the 
forefinger,  and  emerged  at  the  metacarpal  bone 
of  the  thumb,  disabling  both  thumb  and  finger; 
then  passing  through  a very  heavy  eoat,  vest 
and  two  shirts,  it  entered  the  body  on  a level 
with  and  about  three  inches  to  the  right  of  the 
ensiform  cartilage,  injuring  the  cartilage  of  the 
sixth  rib;  then  passing  through  the  body  and 
eoming  to  rest  under  the  integument  between 
the  tenth  and  eleventh  ribs,  about  two  inches  to 
the  left  of  the  spinal  column.  By  a strong  effort, 
the  injured  man  kept  his  feet,  drew  his  own 
weapon,  and  returned  the  fire,  with  such  good 
effect  that  he  inflicted  a fatal  wound  on  his 
antagonist  at  the  first  fire.  He  too  kept  his  feet, 
and  after  one  shot  more  on  each  side  without 
effect,  the  doctor  went  to  his  house,  some  fifty 
yards  distant,  and  went  to  bed. 

“I  saw  him  fifteen  minutes  after  the  shooting. 
He  was  suffering  severely  from  the  shock;  pulse 
48;  felt  very  cold.  The  body  was  bathed  in  a 
cold  sweat  and  the  skin  very  pallid.  Gave  morph, 
sulph.  gr.  /4  every  hour. 

“9  a.m.  Consultation  with  Dr.  Corson,  U.S.A. 
Pulse  54;  no  thirst;  slight  nausea;  feehng  colder; 
some  pain  in  region  of  wound  referred  to  the 
diaphragm  and  incited  by  aets  of  respiration. 
Morphia  increased  to  gr.  /2  every  hour.  Patient 
would  take  no  stimulants  for  fear  of  nausea,  nor 
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permit  any  examination  of  the  wound. 

“12  n.  He  feels  better;  not  so  cold,  pulse  60 
and  more  firm;  has  drank  a little  water.  The 
wounds  were  examined  and  the  location  of  the 
bullet  pointed  out  by  the  patient,  who  felt  it 
lodge  where  found,  and  whence  it  was  removed 
by  a slight  incision  in  the  skin.  No  hemorrhage 
to  speak  of  externally.  As  reaction  comes  on,  the 
pain,  spasmodic  in  character  and  seemingly 
confined  to  the  diaphragm,  increases.  Morphia 
increased  to  1 gr.,  to  be  repeated  every  hour  till 
its  effects  are  obtained. 

“3  p.m.  Pulse  101;  pain  agonizing;  Ext  aconite 
gtt.  iss  every  two  hours;  morph,  gr.  ij  every 
hour.” 

For  several  pages  there  are  hourly  and  then 
daily  recordings  of  Dr.  Taggart’s  pulse,  tempera- 
ture and  comments  on  his  condition.  A few  more 
of  the  more  interesting  comments  read: 

“24th,  1 a.m.  Pulse  117;  respiration  34.  Pain 
less  severe,  but  radiating  over  abdomen  and 
right  breast. 

“2  p.m.  Pulse  128;  resp.  30;  feels  easier.  Mor- 
phia and  aconite  to  be  given  every  four  hours. 
No  symptoms  of  narcotism,  notwithstanding  the 
large  amount  of  morphia  taken. 

“8:30  p.m.  Sudden  and  general  relaxation  of 
system,  with  cessation  of  all  pain.  Pulse  165, 
soft  and  regular;  temp.  100’;  resp.  32.  Medicine 
all  stopped.  Feels  faint  and  takes  a glass  of  milk, 
which  is  relished. 

“March  1st,  10  a.m.  Pulse  100;  resp.  29.  Some 
pain  in  vicinity  of  the  wound  in  front  of  the 
body  is  relieved  by  liniment  of  chloroform  and 
aconite.  Continued  much  the  same  through  day. 
day. 

“March  6th,  12  m.  Pulse  96;  resp.  27.  Rests 
well.  Wounds  dressed  with  cerate.  Is  taking  no 
medicine  except  an  occasional  dose  of  morphia 
to  control  the  excessive  irritability  of  the  dia- 
phragm.” 

The  remainder  of  the  article  reads: 

“19th,  9 a.m.  Less  sweating;  much  picking  at 
the  bed  clothes  while  dozing.  Belladonna 
stopped. 

“9  p.m.  Pulse  101;  temp.  102’.  Some  muttering 
during  sleep  with  increased  twitching  of  muscles 
aua  pain  in  shoulder. 

“From  this  time  onward  he  continued  to  im- 
prove slowly,  with  occasional  pain  in  the  shoul- 
der, sometimes  severe  for  a brief  period.  The 
sweating  also  continued  to  give  some  trouble. 
His  food  consisted  principally  of  milk,  of  which 


he  drank  two  quarts  daily.  Constipation  was  still 
troublesome;  spasms  of  the  diaphragm  were  also 
of  frequent  occurrence,  interfering  with  active 
movements  of  the  chest.  He  began  to  sit  up  on 
the  21st,  and  to  walk  a little  by  the  beginning 
of  April.  By  the  9th  of  April  he  was  walking  in 
the  street,  and  convalescence  was  considered  to 
be  fully  established. 

“May  1st.  The  improvement  in  strength  has 
been  steady,  and  the  sweating  has  almost  dis- 
appeared. The  soreness  of  the  chest,  which  so 
far  has  been  very  annoying,  has  diminished 
somewhat,  but  only  the  shortest  breathing  can 
be  effected,  because  of  the  irritability  of  the 
diaphragm,  which  causes  it  to  take  on  a sudden 
and  painful  spasmodic  action  whenever  the  lungs 
are  sufficiently  inflated  to  begin  to  press  it  down. 

“June  1st.  During  the  month  the  progress  to- 
ward the  re-establishment  of  health  has  been 
slow  but  quite  steady.  The  soreness  in  the  right 
side  having  diminished  to  such  a degree  as  to 
make  it  possible  without  too  great  pain,  an  exam- 
ination of  the  right  lung  was  had  some  ten  days 
since,  by  auscultation  and  percussion.  The  lower 
lobe  of  the  right  lung  was  found  to  be  solid  in 
front,  though  somewhat  resonant  behind.  There 
has  not  been  at  any  time  any  symptom  indicating 
that  the  parenchyma  of  the  lung  was  involved, 
and  the  patient  himself  was  much  surprised  to 
find  it  so.  The  shortness  of  breath  has  heretofore 
been  considered  as  entirely  due  to  inflammation 
of  the  diaphragm  and  pleura.  lod.  Potass,  gr.  iv, 
three  times  a day,  is  taken,  and  the  side  is  paint- 
ed daily  with  tine,  iodine. 

“July  1st.  The  iod.  pot.  was  only  used  about 
three  weeks,  as  it  disagreed  with  the  stomach. 
The  tincture  was  used  externally  some  time  long- 
er, and  was  stopped  when  the  lung  seemed  to  be 
pervious  to  air  in  its  entire  e.xtent.  Indeed,  from 
the  time  the  hepatization  was  found,  absorption 
seemed  very  active,  and  in  this  manner  was 
removed  the  entire  inflammatory  deposit,  no 
expectoration  having  been  present  at  any  time. 
Very  fortunate,  too,  is  it  that  it  was  so,  as  even 
a sneeze  causes  severe  lancinating  pain,  which  is 
not  recovered  from  for  hours.  The  patient  is 
constant  in  his  watch,  both  night  and  da>% 
against  a sneeze,  a cough,  or  a full  breath  while 
the  impulse  to  fill  the  lung  is  sometimes  almost 
uncontrollable,  and  is  felt  much  more  as  he 
walks  around  more. 
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“Oct.  1st.  Strength  pretty  well  re-established, 
but  little  change  in  the  soreness  and  irritability 
of  the  diaphragm  and  pleura. 

“November  1st.  Has  been  using  a series  of 
blisters  over  the  episgastrium  and  right  pectoral 
region  for  the  last  two  weeks,  since  it  became 
cool  enough  to  do  so  without  too  much  dis- 
comfort. A blister  about  4x6  inches  was  allowed 
to  draw  well  in  the  former  position.  It  was 
dressed  with  cabbage  leaves  till  it  showed  signs 
of  healing,  when  the  raw  surface  was  dressed 
with  cerate  and  the  blister  applied  to  the  second 
location,  where  the  same  course  was  followed, 
and  so  the  alternation  from  one  place  to  the 
other  is  going  on. 

“December  1st.  The  blistering  was  kept  up  as 
before  described  till  about  November  15th,  when 
it  was  discontinued.  The  net  results  are  on  the 
whole  satisfactory;  for  while  comparatively  little 
benefit  has  resulted  to  the  pleura,  the  diaphragm 
gives  no  more  trouble.  There  is  no  more  of  that 
spasmodic  catching  in  breathing. 

“1883,  January  1st.  The  pleura  is  in  about  the 
same  state  as  last  month.  It  is  believed  that 


another  course  of  blisters  on  the  right  side  will 
remove  this  trouble  finally.  The  patient  is  still 
very  much  constipated,  as  he  has  been  from  the 
first.  He  has  not  had  a single  passage  from  the 
bowels  that  was  not  procured  by  some  laxative 
or  clyster,  and  sometimes  an  active  cathartic  has 
been  required.  His  weight  before  the  injury  was 
220  pounds;  it  is  now  190  pounds.  His  least 
weight  was  about  April  1st,  170  pounds.  In  all 
respects,  excepting  the  persistent  soreness  in 
the  pleura  and  the  constipation,  he  feels  as  well 
as  before  he  was  injured.”® 

This  historical  article  by  Dr.  DeCorse  illum- 
inates an  era  when  physicians  suffered  wounds 
from  gun  shots  instead  of  motor  cars.  The  sur- 
geons particularly  will  be  amused  at  the  de- 
scription, and  all  of  us  must  wonder  at  the  good 
fortune  of  the  patient  who  lived  eleven  years 
after  such  a traumatic  experience. 
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LOMOTIIi* 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience  — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children;  Total  Daily  Dosage  . . „ 

3-6  mo.  . . >/2  tsp*.  t.i.d.  (3  mg.) 

6-12  mo.  . V2  tsp.  q.i.d.  (4  mg.)  i i 1 1 

1- 2  yr.  ...  V2  tsp.  5 times  daily  (5  mg.)  i 1 | i | 

2- 5  yr....  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  | | | | 

8-12yr. . . 1 tsp.  5 times  daily  (10  mg.)  | | 1 1 | 

Adutts:  . . 2 tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  || 

(or  2 tablets  q.i.d.) 

*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 
she  alert,  encouraged, 
)sitive  and  optimistic 
)out  getting  completely 
ell  soon? 


r has  she  given  in  to 
e demoralizing  impact 
confinement,  disability 
d dependency? 

hen  functional  fatigue 
mplicates  convalescence, 
ertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

*MultipIe  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


\ THE  WM.  S.  MERRELL  COMPANY 

]^©rr©ll  ) Division  of  Richardson-Merrcll  Inc. 

Cincinnati,  Ohio  45215 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 


Caution;  As  with  other  antibiotic  preparataons,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

^NEOSPORIII’ 

brand 


iLfiYXIl  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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PRESIDENT’S  PAGE 


One  of  the  stories  told  about  Doctor  Joseph 
Greer  is  that  he  read  several  pages  of  “Science 
with  Key  to  the  Scriptures”  to  a patient  who 
had  been  reading  this  volume  at  the  time  she 
yawned  and  dislocated  her  jaw. 

When  it  became  obvious  to  both  of  them  that 
additional  reading  was  not  going  to  accomplish 
a reduction,  Doctor  Greer  wrapped  his  thumbs 
with  gauze  and  reduced  her  dislocated  mandible. 

It  is  not  thought  that  Doctor  Greer  did  this  to 
be  funny  or  cruel.  He  was  attempting  to  point 
out  against  future,  more  serious  need,  that  the 
Almighty  had  already  made  tangible  provisions 
for  help. 

There  is  no  doubt  in  the  minds  of  most  physi- 
cians that  the  Greater,  if  He  chose,  could  cure 
anyone  and  anything  by  unusual  and  miraculous 
means;  through  prayer,  the  laying-on  of  hands, 
or,  as  in  biblical  times,  by  following  some  direc- 
tion for  bathing  in  a certain  pool.  Indeed  there 
is  reason  to  believe  that  He  does  cure  by  un- 
usual means  still. 


This  isn’t  His  usual  and  customary  (I  love 
that  phrase)  method  of  healing  however.  God 
gave  us  brains  and  He  expects  us  to  use  them. 
He  gave  us  physicians  and  He  expects  us  to 
use  them  too. 

It  is  really  none  the  less  to  His  credit  or  none 
the  less  miraculous  that  a patient  is  cured 
through  the  medium  of  a physician  and  drugs 
or  surgery,  than  by  the  laying-on  of  hands.  The 
power  as  ever  is  His. 

Doctor  Thomas  Woodman  had  a patient  who 
was  very  reluctant  to  come  to  a physician  with 
an  inflammatory  carcinoma  of  the  breast.  Finally 
pain  drove  her  to  his  office.  She  felt  that  seeing 
a doctor  would  be  a renunciation  of  her  faith 
in  God’s  ability  to  heal  her.  Poor  tormented  soul! 

It  would  seem  rather  impertinent  to  require  of 
God  that  He  heal  us  in  some  unusually  mirac- 
ulous way,  when  indeed  all  healing  by  any  means 
is  God’s  doing. 

How  fortunate,  too,  that  one  need  not  be  a 
Saint  to  participate  in  this  program. 

Paul  B.  Jarrett,  M.D. 
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Soyalac  solves  the  problem 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


'4  \ '''  i 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

L.OMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.  A. 


752 


Arizona  Medicine 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs^ 

(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation. Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med._^l:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Va  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  „ , , 

AH'DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 
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CLINICAL  FACILITIES:  FUNCTIONAL  DESIGN 


It  has  been  said  that  the  internal,  functional 
design  of  a teaching  hospital  is  one  of  the  most 
complex  and  difficult  assignments  that  an  archi- 
tect can  undertake.  As  a result  only  a handful  of 
architectural  firms,  who  make  the  design  of  such 
plants  their  special  concern,  is  available  for  ad- 
vice and  counsel.  One  of  these  is  working  closely 
with  our  local  architect  to  ensure  a successful 
translation  of  our  requirements  into  such  a build- 
ing. Thus  far,  we  are  very  pleased  with  the  re- 
sults of  this  arrangement. 

However,  the  teaching  hospital  is  only  one 
part  of  the  medical  center  which,  of  necessity,  in- 
cludes several  other  components.  One  of  these 
is  the  clinical  sciences  wing  which  encompasses 
the  offices,  laboratories  and  lecture  halls  for  the 
clinical  scientists  and  students  in  the  clinical 
years.  Second,  there  is  the  outpatient  area.  Third 
are  the  in-patient  nursing  units.  Fourth  are  the 
administrative  and  supporting  services  and  fifth 
is  the  area  allotted  to  the  mechanical,  heating 
and  cooling  functions.  As  if  this  strange  inter- 
mixture of  teaching  spaces,  clinical  research 
areas  and  certain  unique  entities  such  as  audio- 
visual, animal  and  library  services  were  not 
enough,  the  situation  is  further  confounded  by 
the  somewhat  arbitrary,  but  essential,  division 
•of  academic  responsibilities  into  “departments”. 
These  are  the  considerations  which  make  the 
functional  design  of  the  physical  plant  so  com- 
plicated. 

As  we  entered  into  the  planning  stage  for  Ari- 
zona’s University  hospital  we  enumerated  three 
conditions  which  we  hoped  our  design  would 
satisfy.  First,  we  requested  that  similar  functions 
be  stacked  vertically;  second,  we  felt  that  similar 
services  should  be  stratified  horizontally;  and 
third,  we  wanted  a design  which  would  permit 
later  expansion  in  such  a manner  that  the  effi- 
ciency of  the  building  would  not  decrease.  We 
think  that  all  three  of  these  conditions  have  been 
successfully  met  in  our  design.  From  a function- 
al viewpoint,  our  building  is  made  up  of  three 
“wings”.  One  of  these  houses  the  departmental 
laboratories  and  offices,  a second  contains  the 
outpatient  area  and  a third  is  made  up  of  the 
in-patient  nursing  units.  Thus,  on  any  one  floor. 


an  academic  department  is  geographically  ad- 
jacent to  both  its  out-patient  and  in-patient 
areas.  This  is  how  we  achieved  both  horizontal 
stratification  by  service  and  vertical  stacking  by 
function.  Each  of  the  wings  is  six  stories  tall. 
They  rise  from  a three-story  rectangular  base 
which  contains  the  supporting  services  such  as 
administration,  dietetics,  pharmacy,  radiology, 
clinical  laboratories,  operating  rooms,  medical 
records  and  appropriate  mechanical  and  storage 
spaces.  Our  adoption  of  this  portion  of  the  de- 
sign commits  us  to  expand  these  supporting 
services  whenever  the  nursing  units  are  expand- 
ed thereby  fulfilling  the  third  condition. 

There  are  a few  other  points  of  interest  about 
the  building.  For  example,  it  is  physically  con- 
tiguous with  the  basic  sciences  building.  On  the 
lower  floors  this  brings  the  clinical  administra- 
tive functions  next  to  the  medical  school  admin- 
istrative areas.  It  also  permits  expansion  of  both 
the  central  animal  quarters  and  the  medical  li- 
brary into  contiguous  space.  Thus,  each  of  the 
latter  two  functions  is  automatically  assured  of 
new  space  as  soon  as  the  second  building  is  oc- 
cupied. From  the  academic  viewpoint,  the  de- 
sign places  the  offices  of  the  clinical  department 
heads  immediately  adjacent  to  their  basic  sci- 
ence counterparts.  Thus,  from  the  conceptual 
viewpoint,  there  is  a vertical  “cylinder”  which 
encompasses  the  junction  between  the  basic  and 
clinical  science  buildings  in  which  all  of  the 
offices  of  the  academic  chairmen  are  located. 

Last,  the  complex  fits  the  “master  plan”  such 
that  the  academic  departments  of  the  basic  sci- 
ences, the  library,  animal  quarters  and  medical 
school  administration  are  closest  to  the  main 
campus  of  the  University.  The  in-patient  units 
are  located  so  that  they  are  farthest  from  the 
main  campus.  The  out-patient  and  visitor  areas 
are  situated  closest  to  Campbell  Avenue  which 
is  the  main,  north-south  traffic  route  adjacent 
to  the  medical  center. 


October,  1966 


755 


tablets 


(norethindrone  2 mg.  c mestranol  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
of  endometrial  changes. with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964,  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
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only  one  in  the  morning 


Jsn.' 


and  one  in  the  evening 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
wer  gjjd,  tetracycline  therapy 

(plus  all  the  advantages  of  \ 
tetracycline  phosphate  complexy 


newTetrex  b!dQ\PS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

idCAPS  now  enable  you  to  pre- 
cribe  tetracycline  in  an  even  more 
conomical,  more  convenient 
5rm.  Your  patient’s  prescription 
ollar  gets  maximum  value:  a 
aily^CAPS  dose  is  priced  lower 
lan  any  other  leading  brand  of 
stracycline— b.i.d.  or  q.i.d. 

Veil  tolerated.  Tetrex  (tetracy- 
line  phosphate  complex)  is  well 
Dierated.  Gastrointestinal  side 
ffects  are  few;  photodynamic 
eactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 

the  blood.  The  basic  tetracycline 
in  Tetrex  {tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.’  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  ComponV 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  infor- 
mation consult  CfTicIal  Package  Circular.  Mc//co//ons: 
Infections  of  respiratory,  gastrointestinal  anci  genito- 
?jrinary  tracts  ond  skirt  ond  soft  tissues  due  to  tetra- 
•cycl ine-sensitive  organisms.  Confroindicat/ons:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Wornings;  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepafotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stoin- 
ing  and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precoutions:  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracronial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Advorso 
Reactions:  Glossitis,  stomatitis,  nousea,  diorrhco,  flatu- 
lence, proctitis,  vaginitis,  dermatitis  ond  ollergir  reac- 
tions may  occur.  L/suo/  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beto-hemolylic  strep- 
tococcal infections.  Administer  one  hour  before  or  tsvo 
hours  ofter  meals. 

Reference.-  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kuhoric, 
H.  A.,  ond  Kirby,  W.  M.  M.:  A.  M.  A.  Arch.  Ini.  Med. 
107:204  (Feb.)  1961. 
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och  WCAP  contoins:  Tetrex  (tetracycline  phosphate  complex  equivolent  to  500  mg.  tetracycline  HCI  activity). 


PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble.  — These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which  a 
physician  may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with  members  of 
allied  professions,  and  with  the  public. 

Section  1.  — The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for  the  dignity 
of  man.  Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full-measure  of 
service  and  devotion. 

Section  2.  — Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  available  to  their 
patients  and  colleagues  the  benefits  of  their  professional  attain- 
ments. 

Section  3.  — A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  voluntarily 
associate  professionally  with  anyone  who  violates  this  principle. 

Section  4.  — The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral  character 
or  professional  competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession  and  accept  its 
self-imposed  disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the  profession. 

Section  5.  — A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he  may 
not  neglect  him;  and  unless  he  has  been  discharged  he  may 
discontinue  his  services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  — A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or  impair 
the  free  and  complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7.  — In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied  by  the 
physician  provided  it  is  in  the  best  interests  of  the  patient. 

Section  8.  — A physician  should  seek  consultation  upon  re- 
quest; in  doubtful  or  difficult  cases;  or  whenever  it  appears  that 
the  quality  of  medical  service  may  be  enhanced  thereby. 

Section  9.  — A physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  character  of  patients,  unless 
he  is  required  to  do  so  by  law  or  unless  it  becomes  necessary 
in  order  to  proteet  the  welfare  of  the  individual  or  of  the 
community. 

Section  10.  — The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend  not  only 
to  the  individual,  but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 


PRINCIPLES  OF  MEDICAL  ETHICS 


Roland  F.  Schoen,  M.D. 


Section  5.  A physician  may  chose  whom  he 
will  serve.  In  an  emergency,  however,  he  should 
render  service  to  the  best  of  his  ability.  Having 
undertaken  the  care  of  a patient,  he  may  not 
neglect  him;  and  unless  discharged  he  may  dis- 
continue his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which  tend 
to  interefere  with  or  impair  the  free  and  com- 
plete exercise  of  his  medical  judgment  and  skill 
or  tend  to  cause  a deterioration  of  the  quality 
of  medical  care. 

Pursuing  the  approach  of  a previous  issue,  an 
actual  analysis  of  words,  our  interpretation  of 
Section  5 is  readily  made.  A verb  is  the  key  to 
this  Section,  “to  choose”  meaning  “to  select,  im- 
plying a decision  of  the  judgment  and  actual 
adoption”,  as  opposed  to  synonymous  words 
which  might  pertain  to  a wide  range  of  dis- 
crimination, rejecting  the  remainder,  or  a choice 
governed  by  individual  favor.  A physician’s 
choice  is  governed  only  in  an  emergency  situa- 
tion, and  here  “should”  connotes  an  expression 
of  moral  obligation.  There  is  no  specific  direc- 
tive — a physician  may  exercise  his  full,  mature 
judgment  as  to  the  recipient  of  his  services,  al- 
though his  conscience  is  enjoined  were  an 
emergency  exists. 

The  second  sentence  of  Section  5 contains 
an  implied  admonition;  the  physician  having 
made  the  sole  primary  judgment  to  undertake 
the  treatment  of  an  individual,  that  individual 
will  be  cared  for  to  the  best  of  the  physician’s 
ability,  even  though  the  primary  decision  may 
be  regretted.  Even  here  the  best  interests  of  the 


patient  are  foremost;  care  may  not  be  discon- 
tinued unless  adequate  notice  has  been  given. 
“To  solicit”  implies  begging  or  entreating.  Per- 
sonal pride  alone  would  prevent  this. 

Section  6 consists  of  but  a single  sentence  of 
43  words.  Key  words  here  are  “should,”  “dis- 
pose,” and  “deterioration.”  The  moral  obliga- 
tion of  “should”  has  previously  been  mentioned. 
“To  dispose”  bears  the  imphcation  of  bargain- 
ing or  the  making  of  terms  while  distribution  ( of 
services)  is  being  made.  “Deterioration”  implies 
the  falling  from  a higher  to  a lower  level.  A 
physician,  then,  has  the  moral  obligation  to  avoid 
either  a bargain  or  contract  which  might  direct 
tlie  course  of  his  medical  judgment  to  a sub- 
standard level. 

Again,  this  analysis  has  become  a most  pleas- 
ant exercise,  but  what  inferences  have  been 
forthcoming!  The  particular  use  of  specific  words 
has  again  presented  a picture,  a picture  of  a 
physician  as  a free,  unfettered  individual,  whose 
own  personal  judgment  shall  be  the  sole  factor 
regulating  WHOM  the  individual  physician  will 
treat,  such  treatment  being  dictated  by  personal 
pride  and  honor  even  under  trying  circumstances 
while  his  moral  obligation  in  eases  of  emergency 
is  unequivocal. 

What  controversies  must  have  existed  in  the 
minds  and  conscience  of  those  physicians  charg- 
ed with  the  evaluation  and  implementation  of 
Public  Law  89-97!  What  controversy  must  still 
exist  as  future  application  and  implementation  of 
this  same  Public  Law  is  being  planned.  This 
Section  may  well  become  the  fulcrum  upon 
which  all  relative  legislation  may  turn.  It  ap- 
pears that  a choice  exists  — salon  or  bargain 
basement.  It  is  hoped  that  physicians,  neither 
individually  nor  collectively,  will  never  need  to 
exercise  such  a choice. 
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New  ■ 

low-cost  tetracycline/antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


i 

BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in 
formation  consult  Official  Package  Circular.  Indications 
Infections  of  respiratory,  gastrointestinal  and  genitourinar 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi 
live  organisms,  in  patients  with  increased  susceptibilit 
to  monilial  infections.  Contraindications : The  drug  is  coi 
traindicated  in  patients  hypersensitive  to  its  component; 
learnings:  Photodynamic  reactions  have  been  produced  b 
tetracyclines.  Natural  and  artificial  sunlight  should  b 
avoided  during  therapy.  Stop  treatment  if  skin  diseomfoi 
occurs.  With  renal  impairment,  systemic  accumulation  an 
hepatotoxicity  may  occur.  In  this  situation,  lower  dost 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  ma 
be  induced  during  tooth  development  (last  trimester  < 
pregnancy,  neonatal  period  and  childhood).  Precautions 
Bacterial  superinfection  may  occur.  Infants  may  develo 
increased  intracranial  pressure  with  bulging  fontanels.  I 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  b 
conducted  initially  and  monthly  for  3 months.  Advers 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flail 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reactior 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continu 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infef 
tions.  Administer  one  hour  before  or  2 hours  after  meal: 
Supply:  Capsules,  bottles  of  16,  Each  capsule  contains  ti 
racycline  phosphate  complex  equivalent  to  250  mg.  tetr* 
cycline  HCl  activity  and  250,000  units  of  nystatjn. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


250,000  unitsj 

I 


fi 

I 
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SACRIFICE 


William  B.  McGrath,  M.D. 


When  someone  does  you  a favor  you  are  nat- 
urally grateful.  Yet  if  that  person  were  to  persist 
in  doing  nice  things  for  you,  asking  nothing  in 
return,  you  would  soon  not  be  able  to  stand  the 
sight  of  him.  It  is  an  aphorism  — that  the  over- 
indulged will  react  with  irrationally  destructive 
rejection  — but  it  puts  the  emphasis  in  the 
wrong  place. 

The  fault  is  not  in  the  over-indulgence.  It  is 
that  nothing  is  asked  in  return. 

This  is  what  the  rebellious  adolescent  has  been 
trying  to  tell  us.  (“My  parents  thought  they 
could  buy  my  love!”)  Do  not  the  very  best  of 
parents  sometimes  seem  to  have  the  most  angry 
and  ungrateful  offspring?  Their  children  have 
never  knov/n  deprivation  or  abuse.  They  were 
paid  for  what  small  chores  they  did.  They  were 
given  every  advantage.  And  they  were  expected 
only  to  be  a credit  to  their  parents.  When  the 
young  people  became  restive  or  irritable  they 
were  offered  even  more  glutting  reassurances 
that  they  were  beloved. 

Yes,  they  were  loved.  But  they  never  had  a 
chance  to  be  loving.  Their  wonderful  instinct  to 
devotion  and  sacrifice  was  constantly  thwarted. 

How  trivial  or  wanting  are  the  occasions  in 
which  a growing  person  could  fulfill  his  yearn- 


ing to  be  devoted,  to  care,  to  feel  worthy  by 
virtue  of  his  kindness.  The  boy  next  door  de- 
clined a tip  for  helping  to  push  my  car  to  get 
it  started.  It  is  disturbing  and  infinitely  sad  to 
look  at  him  and  realize  that  his  idealism  is  starv- 
ing. He  has  to  substitute  the  unsatisfactory  syrup 
of  songs  wherein  he  convinces  himself  that  some 
comely  maiden  is  desperately  in  need  of  his 
courage  and  loyalty.  He  can  hardly  identify 
himself  with  the  hysterical  heroes  of  television. 

Psychologists  and  social  workers  have  preach- 
ed too  one-sidedly  about  the  child’s  need  of 
affection.  They  imply  that  a child  by  being  loved 
will  become  loving.  No!  Like  any  half  truth  this 
is  a whole  lie.  The  young  people  cannot  stomach 
(geese  being  force-fed  for  pate  de  foi  gras)  the 
passive-receptive  role  which  we  have  foisted  on 
them.* 

Altruism,  the  instinct  to  sacrifice,  is  the  least 
understood  and  still  the  most  powerful  of  all 
the  instincts.  Given  an  invitation  it  will  super- 
sede selfishness  and  sex.  It  will  almost  always 
supplant  competitiveness  and  cruelty.  To  issue 
the  invitation  and  to  create  conditions  in  which 
the  individual  can  experience  the  thrilling  good- 
ness of  sacrifice  — this  will  require  our  most 
thoughtful  concern. 

®Is  it  analogous  that  emerging  minority  groups  and 
adolescent  nations  do  not  begin  to  riot  until  beneficence 
is  offered  them? 
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Slll^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  Bi  {Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Ba  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 

Jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6—3613  ‘ 


SOCIAL  POLICY  FOR  THE  NINETEEN  SEVENTIES 


Wilbur  J.  Cohen 

Under  Secretary  of  Health,  Education,  and  Welfare 


If  you're  interested  in  the  skeleton  for  the  brave  new  world  ahead,  you 
might  like  to  take  a look  at  Mr.  Cohen's  remarks.  These  were  directed 
toward  social  workers  and  clearly  outline  some  of  the  plans  for  medicine's 


future.  Note:  See  Editor's  Page  723. 


We  live  in  a troubled  environment.  And  trou- 
bles are  compounded  by  the  problems  neglected 
by  past  generations  and  deepened  by  the  vast 
changes  being  made  daily  in  our  lives,  our  work, 
and  our  relationships  to  our  fellow  man.  These 
problems  will  not  vanish  overnight  — or  even 
over  a decade.  But  we  have  begun  to  deal  more 
effectively  with  them  in  recent  months.  And  we 
will  do  more  to  resolve  them  as  time  goes  on. 

We  are  encouraged  by  our  successes: 

A 30-year  fight  for  a national  health  insur- 
ance program  has  been  won. 

^ A single  category  of  medical  assistance  for 
practically  all  the  poor  has  been  enacted. 

A regional  medical  program  to  deal  with 
heart  disease,  stroke  and  cancer  — which 
cause  70  percent  of  all  deaths  — has  been 
inaugurated. 

Legislation  to  assist  in  staffing  of  commu- 
nity mental  health  centers  was  enacted. 

A 95-year  struggle  for  Federal  aid  to  ele- 
mentary and  secondary  schools  has  been 
won. 

A teachers  corps  and  rent  supplements  have 
been  authorized. 

A Federal  scholarship  program  for  under- 
graduates was  started. 

Federal  aid  for  libraries  has  been  extended. 
The  first  vocational  rehabilitation  amend- 
ments since  1954  have  been  enacted. 

A new  immigration  policy  has  been  estab- 
lished. 


A civil  rights  program  was  enacted  in  1963, 
and  a voting  rights  law  was  passed  in  1965. 

^ And  we  have  begun  to  attack  the  root 
causes  of  poverty. 

Truly  momentous  measures  to  meet  pressing 
national  and  community  needs  and  to  right 
many  have  been  taken  over  the  past  five  years. 
Only  starry-eyed  visionaries  would  have  pre- 
dicted six  or  seven  years  ago  that  all  of  this 
legislation  would  have  been  enacted  by  1965. 

We  have  witnessed  an  unprecedented  series  of 
legislative  triumphs.  But  unlike  Alexander,  we 
will  not  weep  for  lack  of  new  worlds  to  conquer 
— for  the  greatest  challenges  lie  still  ahead: 

Our  great  metropolitan  centers,  our  suburbs 
and  small  towns  are  suffering  deep  distress. 
Plagued  by  poverty,  overcrowding,  obsoles- 
cence, contaminated  air,  a shortage  of 
water,  slums,  crime,  segregation,  and  a host 
of  other  ills,  all  our  critics  have  neighbor- 
hoods which  are  not  pleasant  places  to  live 
or  to  work. 

More  than  30  ))iillion  Americans  are  living 
in  poverty  in  urban  and  rural  areas  — bitter 
observers  of  the  growing  affluence  of  the 
majority  of  our  people. 

^ Thousands  of  our  citizens  suffer  front  dis- 
crimination in  jobs,  in  schools,  in  hospitals 
and  in  other  accommodations;  they  daily 
bear  the  burdens  of  humiliations  and  indig- 
nities. 

Even  though  medical  research  has  made 
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such  suffering  unnecessary,  children  on 
farms  and  in  cities,  in  nearly  every  part 
of  the  Nation,  still  suffer  the  results  of 
polio,  measles,  and  PKU  (phenylketonuria, 
a metabolic  disorder  resulting  in  mental  re- 
tardation unless  controlled  through  speeific 
dietary  treatment,  can  he  detected  by  a sim- 
ple blood  test  performed  during  a child’s 
first  week  of  life).  And  thousands  suffer  the 
results  of  cultural  deprivation  and  malnu- 
trition — also  unnecessary. 

The  natural  beauty  of  America  continues  to 
yield  to  the  junkyard,  gaudy  signs,  the  dis- 
carded beer  can,  and  the  general  clutter  of 
an  indiwtrial  society  so  far  removed  from 
the  land  that  many  often  forget  that  it  is 
the  source  of  their  .strength,  their  wealth, 
and  their  future. 

Our  principal  waterways  are  open  sewers, 
increasingly  less  useful  to  man  despite  our 
past  efforts  to  halt  the  abuses  of  this  basic 
natural  resource. 

Fortunately,  this  Nation  is  blessed  with  the 
brains,  the  talent,  and  the  wealth  to  find  solu- 
tions to  these  problems. 

For  decades  social  workers  and  others  inter- 
ested in  social  policy  have  been  calling  attention 
to  the  social  causes  and  effects  of  poverty,  dis- 
ease, squalor  and  crime.  By  arousing  public 
sentiment  and  promoting  social  action,  they  con- 
tributed to  the  acceptance  of  public  responsibili- 
ty for  meeting  these  problems. 

The  anti-poverty  program  enacted  in  1964  has 
brought  into  the  full  public  spotlight  the  prob- 
lems of  poverty,  deprivation,  and  disadvantage, 
which  the  social  work  profession  has  been  com- 
bating for  decades.  Poverty  and  dependency  are 
now  prime  concerns  of  people  in  the  power 
structure.  The  problems  are  openly  discussed  in 
the  public  media  and  debated  in  congressional 
circles. 

While  our  population  is  increasing  by  about 
2.5  million  a year,  our  Gross  National  Product 
has  been  moving  upward  at  a rate  of  $35  to  $50 
billion  a year.  Within  a decade  our  Gross  Na- 
tional Product  will  exceed  $1,000  billion  a year! 
We  will  be  the  first  Nation  in  the  history  of  the 
world  to  reach  this  peak  of  national  affluence. 

WHAT  WILL  WE  DO  WITH  OUR  ABUN- 
DANGE? 

OUT  OF  POVERTY 

For  one  thing,  we  must  — and  we  will  — 


reduce  the  numbers  of  those  living  in  pov- 
erty. If  we  accelerate  the  efforts  already 
begun,  the  United  States  ean  be  the  first 
Nation  in  the  world  to  abolish  poverty.  And 
I believe  we  will  do  just  this  in  the  next 
decade.  We  have  reduced  the  extent  of 
poverty  from  40  percent  of  our  population 
in  the  early  nineteen-thirties  to  less  than  20 
percent  in  the  mid-siocties.  We  can  bring  it 
down  to  less  than  10  percent  by  the  mid- 
seventies and  virtually  eliminate  it  in  the 
following  decade. 

The  social  security  system  is  one  of  the  im- 
portant means  that  has  been  used  to  reduce 
poverty.  But  it  needs  to  be  .strengthened 
and  expanded.  We  can  — and  I believe  we 
will  — automatically  adjust  social  security 
benefits  to  increases  in  earnings  and  to  any 
increases  in  the  cost  of  living. 

By  new  and  ingenious  provisions  in  our  pri- 
vate enterprise,  social  security,  and  tax 
systems,  the  private  and  public  sectors  will 
be  able  to  assure  a minimum  income  to  all 
who  work,  and  to  all  those  who  are  too  sick 
or  disabled  or  too  old  or  too  young  to  work. 
You  may  call  these  devices  a “guaranteed 
income,”  an  “annual  wage,”  the  “negative 
income  tax,”  or  a number  of  other  names. 
Adequate  housing  for  families  at  every  in- 
come level  will  be  made  available  and  open 
to  all,  regardless  of  race  or  ethnic  back- 
ground. 

^ We  can  — and  I believe  eventually  we  will 
— eliminate  the  terms  “welfare,”  “relief,” 
and  “categories”  from  our  governmental 
programs.  The  State  public  welfare  agen- 
cies will  become  Departments  of  Social 
Services  or  Departments  of  Individual  and 
Family  Services.  They  will  include  home- 
maker services,  foster  homes  and  day  care 
for  children,  and  family  home  care  for 
adults  among  a wide  and  varied  range  of 
social  services,  which  will  be  available  to 
every  person  in  the  community  who  chooses 
to  use  them. 

Instead  of  some  sixty  graduate  schools  of 
social  work,  there  will  be  over  one  hundred 
such  schools;  and  the  number  of  graduates 
will  have  tripled. 

Cooperation  and  coordination  among  agen- 
cies, public  and  private,  will  enable  the 
people  to  get  the  services  they  need  in  or 
near  the  neighborhoods  where  theij  live. 
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There  iviU  he  more  neighborhood  centers 
for  health  and  social  services.  There  will  be 
many  more  communities  with  group  prac- 
tice plans,  which  ivill  deliver  high  quality 
medical  services. 

HEALTH 

Every  expectant  mother  toill  be  assured 
access  to  high  quality  prenatal  and  post- 
natal  care.  And  this  care  will  reduce  the 
number  of  premature  and  mentally  retarded 
babies. 

^ We  shall  have  reduced  the  extent  of  con- 
genital blindness  and  deafness. 

The  scourge  of  many  communicable  dis- 
eases including  smallpox,  d iphthe  ri  a, 
whooping  cough,  measules  and  polio  will 
be  all  but  eliminated. 

Tubercidosis,  with  its  greatest  toll  among 
the  poor  and  ill-housed,  will  be  cut  by 
three-fifths. 

The  virtual  eradication  of  syphilis  will  have 
been  achieved. 

We  will  bring  within  the  reach  of  every  in- 
dividual the  artificial  heart,  the  artificial 
kidney,  and  transplanting  of  vital  organs 
which  will  conserve  the  lives  of  many  who 
today  die  prematurely. 

We  will  have  wiped  out  the  morbidity  and 
mortality  differentials  which  now  exist  be- 
tween white  and  nonwhite  persons. 

^ Life  expectancy  at  birth  will  increase  from 
70  years  at  present  to  71  years  by  1970,  to 
72  by  1975,  and  to  73  by  1980.  And  I be- 
lieve we  may  eventually  find  the  means  to 
increase  life  expectancy  to  75  years  if  we 
can  find  the  cures  for  leukemia  and  other 
forms  of  cancer,  reduce  deaths  due  to  heart 
disease  and  stroke,  and  reduce  infant  mor- 
tality. 

The  organization  and  delivery  of  medical 
services  will  also  be  changed  as  we  go 
along.  Much  better  use  must  be  made  of 
trained  professional  manpower  by  delegat- 
ing the  nonprofessional  aspects  of  their  jobs 
to  subprofessional  aides. 

Through  both  private  and  public  sources 
we  must  strengthen  and  expand  training 
and  scholarship  programs  to  produce  addi- 
tional numbers  of  physicians,  dentists, 
nurses,  teachers,  social  workers,  and  medi- 
cal technicians  needed  to  provide  new  and 
more  services,  some  of  ivhich  will  be  start- 
lingly different  from  the  services  available 


today. 

We  will  have  increased  the  number  of 
medical  schools  from  86  to  over  125,  and 
we  will  have  expanded  the  number  of  their 
graduates. 

Nurses  will  be  earning  higher  salaries  and 
there  will  be  more  of  them  so  that  some  of 
the  shortages  which  exist  today  will  be 
much  less  acute. 

And  the  miracles  of  modern  medicine  will 
he  available  to  all,  through  private  and 
public  insurance  arrangements,  irregardless 
of  race,  or  color,  incomes  or  any  other  fac- 
tor considered  a medical  necessity.  Insur- 
ance will  cover  practically  all  major  medi- 
cal costs  for  virtually  the  entire  population. 
State  health  and  welfare  departments  will 
be  working  closely  with  voluntary  agencies 
in  providing  people  with  access,  on  a vol- 
untary basis,  to  family  planning  services, 
ivhich  ivill  stress  family  responsibilities. 
These  agencies  will  also  be  cooperating  to 
provide  homemaker  and  visiting  nurse  serv- 
ices to  every  family  requiring  such  services, 
thus  reducing  the  need  for  hospital  and  in- 
stitutional care. 

A worldwide  health  campaign  will  eradi- 
cate other  diseases,  such  as  smallpox,  ma- 
laria, and  cholera,  from  most  places  on  the 
face  of  this  planet. 

EDUCATION 

The  continuing  increased  investment  in 
education  growing  out  of  recent  legislation 
will  bring  about  a sharp  reduction  in  the 
number  of  those  who  are  educationally  dis- 
advantaged. Currently,  1 million  students 
drop  out  of  high  school  every  year. 

^ Their  unemployment  rate  is  27  percent, 
compared  with  13  percent  for  those  tvho 
complete  high  school.  Reducing  this  rate 
one-third  by  1970  and  cutting  it  in  half  by 
1975,  will  mean  3 million  fewer  school  drop- 
outs over  the  next  ten  years. 

School  segregation,  whether  effected-  by 
open  discrimination,  gerrymandered,  school 
districts  or  ghetto  housing,  tvill  have  crum- 
bled before  the  condjined  forces  of  legal 
barriers  to  official  segregation,  open  hous- 
ing  policies,  urban  development,  metropoli- 
tan planning,  increased  employment  oppor- 
tunities, and  )wt  least  of  all,  the  moral  force 
of  enlightened  public  o))inion. 

^ In  the  next  few  years  we  will  accelerate  thr 
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expansion  of  educational  opportunities  for 
Negro  students  and  other  minority  groups. 
This  should  make  it  possible  by  1975  for 
every  high  school  graduate  to  have  the  ac- 
tual equivalent  of  a first  rate  high  school 
education.  As  it  is  now,  many  complete  12 
years  of  schooling  in  inferior  schools  and 
emerge  with  the  equivalent  of  perhaps  a 
seventh  grade  education.  Such  a result  will 
become  a relic  of  the  past. 

We  will  have  moved  from  12  years  of  free 
public  education  to  15  years  of  free  public 
education  — kindergartens  in  every  elemen- 
tary school  and  junior  colleges  in  every 
sizeable  community. 

^ By  the  mid-1970's  there  probably  will  be 
close  to  ten  million  young  men  and  women 
in  post-secondary  and  higher  education  — 
in  colleges,  universities,  junior  colleges,  and 
technical  institutes. 

Scholarships  and  loans  will  be  available  so 
that  lack  of  finances  will  not  keep  any  able 
boy  or  girl  from  completing  college. 

^ The  quality  of  education  will  be  vastly  im- 
proved at  every  level.  School  curriculums 
will  be  enriched  through  cooperative  pro- 
grams with  colleges,  museums,  libraries, 
public  and  private  cidtural  and  educational 
agencies  and  groups.  The  thousands  of  ele- 
mentary and  secondary  schools  without  li- 
brary books  today  will  have  them  in  ample 
supply  for  every  student. 

And  trained  guidance  and  counseling  per- 
sonnel will  be  available  in  every  school  to 
help  our  boys  and  girls  find  their  way  into 
stimulating  and  creative  activities  of  sig- 
nificance and  value. 

^ Supplementary  educational  centers  will  pro- 
vide special  programs  for  both  the  academi- 
cally gifted  and.  the  handicapped,  and  will 
furnish  other  resources  not  available  in  the 
typical  school. 

Educational  television  will  have  developed 
and  expanded  all  over  the  Nation  with  an 
adequate  educational  television  system  in 
every  State.  Tomorrow’s  television  audi- 
ences will  have  a real  choice  of  stimulating 
high-grade  shows  of  artistic  merit,  creativ- 
ity, and  educational  distinction. 

There  will  be  specialists  in  every  school  to 
identify  the  emotionally  disturbed  child  at 
an  early  stage,  thus  helping  to  prevent  the 
Lee  Oswalds  of  the  future. 


REHABILITATION  OF  THE  HANDICAPPED 
A wide  range  of  services  will  be  available 
to  the  mentally  retarded  and  mentally  ill 
and  their  families  to  help  them  obtain  the 
medical,  educational,  employment  and  rec- 
reational services  needed. 

We  will  rehabilitate  for  gainful  employ- 
ment 800,000  persons  a year,  instead  of  the 
125,000  rehabilitated  last  year.  Many  handi- 
capped people  — including  the  mentally  re- 
tarded, those  afflicted  with  epilepsy,  and 
those  who  have  undergone  a period  of  men- 
tal illness  — will  be  helped  to  become  em- 
ployed and  to  take  a place  in  their  families 
and  communities  far  beyond  what  is  done 
today. 

And  with  all  of  this  will  come  a further  expan- 
sion of  the  private  sector  of  our  economy.  There 
will  be  more  private  health  plans,  more  nongov- 
ernmental hospitals  and  nursing  homes,  more 
private  physicians,  dentists,  and  nurses,  and  more 
local  home  health  service  agencies.  There  will  be 
more  local  community  colleges,  and  small  pri- 
vate colleges  will  be  strengthened  and  upgraded. 
There  will  be  more  private  pension  plans  and  a 
greater  degree  of  home  ownership.  There  will  be 
more  private  life  insurance  in  force  and  larger 
private  savings. 

What  I am  suggesting  is  that  we  must  strive 
for  a soeial  structure  that  is  at  once  more  diversi- 
fied and  more  interdependent  — a more  truly 
pluralistic  society.  All  in  all,  there  will  be  more 
choiees  for  every  individual  — an  awesome  re- 
sponsibility, requiring  a great  degree  of  educa- 
tion and  self-discipline.  Diversity  and  interde- 
pendence must  be  buttressed  by  intelligent  co- 
operation between  business  and  government,  and 
more  effective  governmental  cooperation  among 
the  local.  State,  and  Federal  levels. 

I believe  that  the  final  outcome  of  America’s 
growing  affluence,  of  our  great  investments  in 
health,  education,  in  social  security  and  social 
services,  will  be  to  offer  each  individual  a great- 
er freedom  of  choice  of  what  he  may  do  with 
his  life.  And  this  is  a freedom  of  choice  that  must 
extend  to  all  of  our  people  throughout  their  lives 
and  give  greater  meaning  to  their  lives.  Our 
society  must  be  truly  open.  No  longer  will  a 
person  have  a restriction  on  his  opportunity  for 
education  and  training,  or  on  his  occupational 
choice  because  he  is  a member  of  a minority 
group  — or  because  of  sex,  race,  or  place  of 
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bilth,  or  residence. 

The  freedom  to  choose  the  size  and  spacing  of 
one’s  family  must  become  a reality  for  the  poor 
as  well  as  for  the  affluent.  And  this  choice  has 
important  implications  in  terms  of  maternal 
health,  infant  mortality,  dependency,  and  educa- 
tion and  training  of  women.  With  childbearing 
and  childrearing  completed  by  many  women 
while  they  still  have  many  active  years  of  life 
ahead,  the  possibilities  of  their  resuming  inter- 
rupted careers  or  of  beginning  new  ones,  or  of 
contributing  to  meaningful  volunteer  activities 
provides  them  with  a new  dimension  of  choice 
for  their  lives. 

Increased  freedom  of  choice  will  contribute 
to  and  be  reinforced  by  strengthening  the  role 
of  the  family,  a strengthening  of  parental  respon- 
sibility, continuing  education,  and  civic  obliga- 
tions. 

Schools  and  colleges  will  be  open  evenings 
and  weekends  to  serve  the  diversified  and  crea- 
tive needs  of  the  whole  community.  Every  family 
will  have  access  to  good  books  and  music,  more 
exposure  to  and  time  for  the  arts  and  the  theater. 
A wide  range  of  new  opportunities  and  programs 
— from  Head  Start  to  the  new  National  Founda- 
tion on  the  Arts  and  Humanities  — must  furnish 
the  tools  to  overcome  the  cultural  deprivation 
that  today  blights  lives  in  millions  of  American 
homes  in  rural  and  urban  slums. 

The  older  person  will  not  be  put  on  the  shelf 
at  age  60,  62,  65,  or  at  any  arbitrary  age.  Just 
as  our  affluence  will  become  better  distributed, 
so  also  will  leisure  and  opportunity  to  enjoy  it 
be  distributed  over  a whole  lifetime.  The  con- 
cept of  sabbatical  leave  periodically  to  enable 
workers  to  go  back  to  school  or  to  travel  could 
become  a reality  in  our  lifetimes.  This  will  be- 
come an  accepted  practice  of  private  business, 
educational  institutions  and  government.  Older 
workers  will  have  the  opportunity  of  tapering  off 
work  in  later  years  by  continuing  part-time  or 
part-year  employment  without  an  arbitrary  age 
limit;  this  is  one  answer  to  making  increasing 
longevity  more  meaningful. 

And  to  emphasize  the  point  again:  this  free- 
dom of  choice  must  be  available  to  all.  It  must 
embrace  those  sometimes  forgotten  people  that 
social  workers  have  been  serving  so  faithfully 
these  many  years  with  inadequate  resources  in 
money  and  personnel.  Making  this  freedom  of 
choice  a reality  is  truly  the  challenge  that  we 
face  in  the  decade  ahead. 


Some  will  call  the  picture  I have  painted  a 
visionary  one.  Others  may  say  it  is  a real  possi- 
bility but  question  the  effect  it  will  have  on  in- 
centives and  initiative,  on  work  and  morals.  And 
it  is  true  that  even  if  the  goals  I have  outlined 
were  attained,  all  the  problems  that  exist  today 
would  not  be  eliminated,  not  to  mention  those 
that  may  arise  in  the  future. 

One  fact  is  certain:  as  long  as  there  are  human 
beings,  there  will  also  be  problems.  I do  not 
doubt  that  we  will  continue  to  face  difficulties. 
The  threat  of  war  and  the  conflicts  with  ideolo- 
gies will  probably  still  be  with  us  for  a long  time. 

The  problems  we  face  call  for  an  educated  and 
adaptable  society  and  a growing,  dynamic,  heal- 
thy economy.  We  are  presented  with  a challenge 
and  with  great  oppotrunities. 

I believe  that  now  is  a wonderful  time  to  be 
alive,  to  work,  to  think,  to  write,  to  speak,  and  to 
seek  and  strive  for  new  and  imaginative  ways 
to  make  a new  and  better  world. 

I do  not  subscribe  to  the  pessimism  of  those 
who  say  there  are  no  new  worlds  to  con- 
‘ quer. 

I do  not  subscribe  to  the  pessimism  of  those 
who  have  joined  extremist  groups  because 
they  have  uost  faith  in  people,  in  America, 
in  experimentation,  in  the  future. 

As  the  philosophy  underlying  the  big  changes 
ahead  of  us  has  come  to  be  articulated  through 
discussion  and  interpreted  through  recent  legis- 
lation, the  concept  of  the  Great  Society  has 
emerged  as  one  of  the  great  social  and  political 
thrusts  of  our  Nation’s  history.  As  I see  it,  this 
concept  represents  a forward  movement,  from  a 
legalistic  view  of  political  and  civil  rights  to  a 
broader,  more  dynamic  concept  of  human  op- 
portunity. Again  and  again,  the  President  has 
expressed  his  belief  that  every  child  should  have 
the  opportunity  to  get  as  much  education  as  he 
can  handle,  that  poverty  must  be  abolished,  that 
health  care  must  be  available  to  all  regardless  of 
income  or  social  level.  These  are  goals  and  pur- 
poses that  are  at  the  very  heart  of  the  concerns 
of  social  policy. 

Like  all  great  ideas,  this  notion  of  opportunity 
and  choice  is  as  yet  only  imperfectly  realized  in 
our  institutions  and  in  our  social  structure.  But 
the  foundations  have  been  laid  and  the  great 
testing  ground  lies  ahead  of  us  in  the  coming 
years.  So  we  go  forward  with  rene\\'ed  determi- 
nation to  set  and  to  reach  new  goals  for  our  great 
Nation. 
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a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3453  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen  ' 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerate, 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

I 

Dialog  is  well  tolerated,  even  by  those  sensitive  to  - 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract  l| 
and,  in  recommended  dosage,  has  no  adverse  effect;] 
on  the  kidneys. 

• Raises  the  pain  threshold  | 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension  i 


i 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache:  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  '/i  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 
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You  can  have  a system  “tailored”  to  your  needs 
— using  standard  HP  Sanborn  monitoring  mod- 
ules — whether  it  involves  a few  conditions  for 
a few  patients  ...  or  many  patient  conditions, 
eight  or  more  beds,  and  complete  central  station 
alarm/display/recording  facilities.  Start  with 
780-series  modules  for  monitoring  the  ECG  and 
heart  rate,  for  example  (shown  above),  and  as 
needs  and  budget  enlarge,  add  “780”  modules 
to  monitor  more  functions,  more  patients  or 
both.  (Ulustration  below  shows  the  addition  of 
temperature,  respiration  rate,  systolic  and  di- 
astolic pressure  monitoring  functions,  plus  pace- 
maker, to  the  original  two  functions.)  System 
suitability,  economy,  future  functional  and  loca- 
tion adaptability,  and  rapid  staff  training  are  the 
continuing  benefits  of  modular  “780”  systems. 


able  to  free  space  around  beds,  or  two  styles  of 
“780”  carts  give  complete  instrumentation  mo- 
bility. For  Central  Station  use,  a wide  choice  of 
units  is  available  for  visual  display,  audible 
alarm,  signal  switching,  graphic  and  tape  re- 
cording. 

When  complete  cardiac  function  monitoring  is 
needed,  with  automatic  ECG  recording  at  se- 
lected intervals  or  on  distress,  the  780B  Viso- 
Monitor  provides  it  in  a single  bedside  unit. 
Indicators  display  heart  rate,  QRS  event,  brady- 
cardia, tachycardia,  pulse  loss  and  arrest;  in- 
ternal/external pacemaker  is  built  in.  Com- 
panion unit  supplies  visual  display  and  audible 
alarm  of  all  conditions  monitored  by  the  Viso- 
Monitor. 


Specific  capabilities  of  these  units,  in  addition  to 
those  mentioned,  include  venous  pressure  mon- 
itoring . . . internal /external  DC  defibrillation 
. . . and  continuous  ECG  recording  on  endless 
loop  magnetic  tape  units,  with  automatic  read- 
out on  alarm  of  data  immediately  preceding  dis- 
tress condition.  Wall  Mount  Brackets  are  avail- 


HP/Sanborn  field  offices  can  give  you  valuable 
help  in  system  planning,  installation  and  staff 
training  — and  provide  continuing,  local  service. 
For  details,  send  the  coupon  to  Hewlett-Packard 
Company,  Sanborn  Division,  Waltham,  Mass. 
02154.  In  Europe,  H.P.S.A.,  54  Route  des 
Acacias,  Geneva. 

HEWLETT  m 
PACKARD  M SANBORN 
ml  DIVISION 

Measuring  for  Medicine  and  the  Life  Sciences  0-740 


' (address) 
! (city) 


(State)  (zip  code) 


• Send  detailed  data  on  Sanborn  780  Series  Patient  Monitoring  Systems  to: 


(hospital) 


(name) 


( i O 
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pr  all  you  cold  sufferers  wWve  been  looking  for  a cure-all 

ley  can’t  cure  a cold.  We  can’t  cure  a cold.  You  can’t  cure  a cold.  But  what  you  can  do  is  relieve  the  symptoms, 

I iking  the  patient  comfortable  and  the  cold  bearable. 

e patient  suffering  from  head  cold  congestion,  for  instance,  should  breathe  easier  when  you  prescribe 
ivahistine  LP. 

Ivahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physi- 
Pgic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  Two  tablets  in  the  morning  and  two  in  the  evening 
i\  provide  around-the-clock  relief  by  helping  to  keep  congested  air  passages  clear,  thus  enabling  your  cold  patient 
iSenjoy  normal  and  free  breathing. 

l,e  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
jtients  who  operate  machinery  or  motor  vehicles 
:iit  drowsiness  may  result. 

:ch  Novahistine  LP  tablet  contains:  phenyle- 
I rine  hydrochloride,  25  mg.,  and  chlorpheniramine 
iileate,  4 mg. 

jrMAN-MOORE 

ijsion  of  The  Dow  Chemical  Company,  Indianapolis,  U.S.  A. 
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In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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”The  response  in  most  cases 
is  dramatic...” 

Lowell, J.B.: New  England  J.Med. 269: 798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  los|, 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increasein  av/lTl- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  withinforty-eighttosev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  \«ithdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-4513 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 


October,  1966 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


11:47  pm  11:53  pm  12:06  am 


Juridical  Centet  OC-^aif  and  Clinical 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  hee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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CORRESPONDENCE 


THE 


^/lO^Gggionafi 

WAY  TO  SOLVE 
CHECK  CASHING 
PROBLEMS 


^l^st  cAfationaC  ‘bank’s 


GUARDIAN  CHECK  CASHING  SERVICE 


Professional  people  recognize  Guard- 
ian Check  Cashing  Service  as  a sound 
basis  for  check  cashing  convenience. 
Over  140,000  First  National  cus- 
tomers use  their  Guardian  Courtesy 
Cards  when  they  present  their 
checks,  assured  for  payment,  up  to 
$100. 

For  both  customer  and  businessman, 
check  cashing  is  on  a sound,  conven- 
ient basis  with  First  National  Bank. 

If  you  would  like  this  exclusive  serv- 
ice, apply  at  your  nearest  office  of 
First  National  Bank. 


8/14/66 

President 

Arizona  State  Medical  Association,  Inc. 

P.  O.  Box  128 
Scottsdale,  Arizona 
Dear  Sir: 

I am  writing  this  letter  to  extend  to  you  and 
the  other  members  of  the  Arizona  State  Medical 
Association  my  most  sincere  thanks  for  granting 
to  me  a loan  of  one  thousand  dollars  with  which 
to  finance  the  first  year  of  my  medical  education. 
I am  sure  that  you  are  quite  familiar  with  the 
problems  involved  in  financing  a medical  educa- 
tion today,  and  therefore  I am  equally  sure  that 
you  will  believe  me  when  I tell  you  that  the 
loan  was  vital  to  me.  Upon  beginning  my  career 
in  the  profession  of  medicine,  I am  convinced 
that  a medical  doctor  must  be  a man  of  high 
ideals,  and  I want  you  to  know  that  the  example 
which  you  and  the  other  members  of  the  asso- 
ciation have  shown  in  establishing  the  loan- 
scholarship  program  has  only  served  to  strength- 
en that  conviction.  Thanking  you  all  again  for 
your  interest  and  assistance  in  my  endeavor  to 
become  a medical  doctor,  I am 

Very  truly  yours, 

Cyril  James  Start 


ANNOUNCEMENT 

KDOT  Radio  — 1440  on  your  dial  — cordially 
invites  the  doctors  to  tune  in  each  Sunday  at 
12:00  Noon  for  the  broadcasting  of  MEDICAL 
MILESTONES,  a public  service  presentation  of 
the  American  Medical  Association. 

The  time  allotted  for  these  colorful  vignettes 
of  the  Doctors'  role  in  the  conquest  of  human 
ills  is  made  possible  by  Warner  L.  Blackburn, 
of  the  Collection  Service  Bureau,  Scottsdale, 
Arizona. 


October,  1966 
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Blood-glucose 
screening  for  M 
your  patients? 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


tDEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  DEXTROSTIX®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  Ail  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  r:293,  1965. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


I? 

/xrvi 


09  165 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos~ 
age  sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


'O'l 

M 


BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 
100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


j^rizona ]\f<x/icim 

p.o.  box  128  Scottsdale,  arizona  85252 

Name  — 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


October,  1966 
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new  small  size 


, [FlUOCINOLONE  1 
t ACETONIDEI , i| 

CREAM 


§ynalar'«.oi 

(fluocinolone  acetonide)  cream 


SYNTEX 

LABORATORIES.  INC.  '% 
Palo  Alto.  Calrt.  | 


15  Gm« 


CAUTION 


Federal  law 


. prohibits  dispensittil 
without  prKcription 


MADE  IN 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiorit\ 


topica 


w th  th 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
O.OI'/o  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that’s  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 


Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  GeneraZ-Synalar  Cream  O.OI'/o  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregj 
females  has  not  absolutely  been  established.  Therefore,  they  should  n' 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolor] 
periods  of  time.  2.  Occlusive  dressing  mef/rod— With  occlusion  of  extei 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitj 
precautions  should  be  taken.  Occasional  patients  may  show  contact 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculiti 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique, 
development  of  infection  requires  appropriate  antibacterial  therapy  ant 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  le 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remiss 
may  persist  for  several  weeks  to  several  months  in  favorable  cases 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  ! 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  c 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  api 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M. 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  O.:  J 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M.,  Jr.,  Raskin,  J.,  and  Dunf 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 
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>f  a modern 
corticosteroid 
economy  of 
wdrocortisone 


''low... a choice  of  3 
jconomical  sizes 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


mm. 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D. 
GEO°GE  G SA°A'^'A  D 
SAMUEL  WICK  M D 
ROY  WORTHEN  M D 


ral  psychiatry  and  neuroi 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


psychoa 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scbarf,  M.D. 
Seymour  B.'  Silverman,  M.D, 
. Bland  Giddings,  M.D. 
Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 

,Marcy  L.  Sussman,  M.D. 
1901  E.  Thomas  Road  Office 

Edward  L.  Batts,  M.D. 
William  S.  Stone,  M.D. 
George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  .Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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ITEM 

In  response  to  an  inquiry  about  Gila  monster 
bites,  Dr.  Whitmore  of  Tucson  wrote  on  May 
14,  1906,  to  the  Health  Officer: 

“The  only  case  of  Gila  monster  bite  that  has 
come  under  my  observation  occurred  thirteen 
years  ago  when  I was  an  assistant  to  Dr.  Good- 
fellow  here.  The  doctor  had  two  or  three  of 
these  pets  in  his  yard.  One  noon  while  he  was 
holding  one  of  them  in  his  left  hand  and  was 
teasing  it  with  his  right  hand,  it  grabbed  him 
by  the  index  finger  of  his  right  hand.  I was  at 
lunch.  He  rushed  to  the  drug  store,  had  the 
wound  opened  and  cauterized.  The  symptoms 
were  wholly  local,  the  finger  giving  him  some 
trouble  for  a few  weeks  — as  I now  recall. 

“Some  eight  or  ten  years  ago  I saw,  several 
times,  with  Dr.  Matas,  a case  of  hydrophobia 
caused  by  the  bite  of  a skunk.  The  patient  died 
in  about  a week  or  ten  days. 

“The  cases  of  rattlesnake  poisoning  that  I 
have  treated  have  been  either  so  mild  or  so  long 
after  the  reception  of  the  poison  that  very  little 
was  required  in  the  way  of  treatment.  I have 
not  known  a patient  to  die  of  rattlesnake  poison- 
ing.” 


ITEM 

Another  reply  received  by  Dr.  Duffield  in  re- 
sponse to  his  query  about  bites  came  from  Dr. 
P.  A.  Melick  from  Williams,  Arizona,  May  1, 
1905. 

“Replying  to  your  favor  of  the  seventeenth 
inst.,  I regret  to  say  that  it  has  not  yet  been  my 
fortune  to  see  any  living  creature  bitten  by  the 
Gila  monster,  rattle-snake,  nor  hydrophobia 
skunk,  therefore,  I can  give  you  no  data  upon 


the  subject.  Dr.  Bramen  in  Flagstaff  may  be  able 
to  furnish  you  with  some  data  upon  the  symp- 
toms produced  by  the  bite  of  a hydrophobia 
skunk,  as  I have  been  informed  that  a man  died 
in  Flagstaff  some  years  ago  from  the  bite  of  a 
skunk.” 

John  W.  Kennedy,  M.D. 


Squaw  Peak  Billie 
and 

Dry  Gulch  Jake 
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what 
time 
is  it? 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 
Tine  .^Test 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6-4046R 


ll 


5055  North  34th  street 
AMherst  4-4111 
PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


G/  cMwdl  oliuoiplme/ 

of  Camelback  Hospital 
is  one  of  relaxed  Western  living, 
dng  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
atural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
I dedicated  exclusively  to  the  treatment  of  ps\’chiatric 

' and  psychosomatic  disorders,  including  alcoholism. 

j 

I/ED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  aiH  THE  AMERICAN  !'SV  1 IIAI  KK  ASSOCIATION 


if  ES  DIM  THERAPY 


Behind  continued  high  blood pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”^4  /\||  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 


“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. “lo 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

.Anti hypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 
Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par-  | 
ticularly  effective  in  long-term  therapy,i5-i7  since  bene-  : 
ficial  effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are  ‘ 
of  particular  benefit  to  older  patients.  1 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman.  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 

4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 

M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 

7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.;  Am.  J.  Cardiol.  9:920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 

E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 

A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516,  J 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman,  ’ 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup-  j 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting  . 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera-  : 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least  i 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara-  , 
tions  may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres-  \ 
sion,  diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg,  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief.  '' 


R AUTR AX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


‘The  Priceless  Ingredient’  of  every  prodt’ 
is  the  honor  and  integrity  of  its  maker.l 
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MEDICAL  MEETINGS 


EIGHTH  NATIONAL  CONFERENCE 
ON  THE  MEDICAL  ASPECTS 
OF  SPORTS 

November  27,  1966 

Caesar's  Palace 
Las  Vegas,  Nevada 

(in  conjunction  with  the 
AMA  Clinical  Convention) 

The  Conference  will  cover  a wide  range  of 
subjects  of  interest  to  those  serving  school  and 
college  athletic  programs.  Among  the  speakers 
will  be  Merritt  Stiles,  M.D.,  2nd  Vice  President 
of  the  U.  S.  Olympic  Committee,  and  Donald 
O'Donoghue,  M.D.,  President  of  the  American 
Academy  of  Orthopedic  Surgeons. 

The  Conference  is  open  to  key  non-medical 
athletic  personnel  as  well  as  interested  physi- 
cians. Those  who  would  like  to  receive  further 
information  regarding  the  Conference  should 
address  the  Secretary,  Committee  on  the  Med- 
ical Aspects  of  Sports,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  Street,  Chicago, 
Illinois  60610. 


ARIZONA  CHAPTER  OF  THE 
AMERICAN 

COLLEGE  OF  SURGEONS 

January  20-21,  1967 

Arizona  Inn 
Tucson,  Arizona 


SYMPOSIUM  ON  SKIN  DISEASES 
COMMON  TO  MAN  & ANIMALS 

El  Mirador  Hotel 
Palm  Springs,  California 

November  2,  1966 

Co-sponsored  by  The  Committee  on  Cutaneous 
Health  and  Cosmetics  of  the  AMA,  and  The 
American  Animal  Hospital  Association. 


5th  CLINICAL  CONFERENCE  IN 
PEDIATRIC  ANESTHESIOLOGY 

January  27,  28,  29,  1967 

Children's  Hospital 
Los  Angeles,  Calif. 


The  three-day  program  will  be  devoted  to  the 
anesthetic  problems  of  the  pediatric  age  group. 
Additional  information  is  available  through 
the  office  of  Wayne  Herbert,  M.D.,  Division  of 
Anesthesiology,  Children's  Hospital  of  Los 
Angeles,  4614  Sunset  Boulevard,  Los  Angeles, 
Calif.  90027. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut  c! 
home  remedies  without  success,  pleasant-tastin; 
CREMOMYCIN  Can  answer  the  call  for  help.  It  can  bi 
counted  on  to  consolidate  fluid  stools,  soothe  inteS: 
tinal  inflammation,  inhibit  enteric  pathogens,  anij 
detoxify  putrefactive  materials  — usually  within  ■ 


few  hours. 

CREMOMYCIN  Combines  the  bacteriostatic  agents 
succinylsulfathiazole  and  neomycin,  with  the  ac 
sorbent  and  protective  demulcents,  kaolin  and  pec 
tin,  for  comprehensive  control  of  diarrhea. 


INDICATIONS:  Diarrhea. 


CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  e: 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivil 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  prematur 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  wit 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscr; 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  r 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  count 
hepatic  and  renal  function  tests  during  intermittent  or  chron 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  thei 
is  history  of  significant  allergies  and/or  asthma.  Continued  us 
requires  supplementary  vitamins  B;  and  K.  Neomycin:  Watch  ‘ 


1 


your  for 
Cremomycin 
can  provide  relief 


here  today’s  theory  is  tomorrow’s  therapy 


romptly  relieves  diarrheal  distress 

J 

NTIDIARRHEAL 


T © III  0 113.  y C 1 IT 
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mposition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
luivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^ MERCK  SHARP  &D0HME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


'rare-like  neuromuscular  block  during  anesthesia  if  neomycin 
‘used  preoperatively  in  large  doses  when  renal  function  is 
or;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
ler  possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
jh  dosage. 

[o£  EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
lixia,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
'uropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
Itechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted, 
duced  fecal  output  of  thiamine  and  decreased  synthesis  of 
amin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 


fore  prescribing  or  administering,  read  package  circular  with 
~)duct  or  available  on  request. 


Physicians’  Directory 


ArMA 

DIREaORY 
AND  OASSIFIED 
RATES 

• Professioruil  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 

PARK  CENTRAL  NORTH 
Medical  Building 
555  West  Catalina 
Phoenix,  Arizona  85013 
Phone  264-1381 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

Alimm  OF  CHILDREN 

- “ American  Board  of  Pediatrics 

American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

ki  2-9731 
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ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 

CARDIOLOGY 

George  W.  Bascom,  M.D.,  F.A.C.C.,  F.A.C.P. 

Diplomate  of  American  Board 
of  Internal  Medicine 

Practice  Limited  to  Cardiology 

Professional  Building 
Sierra  Vista,  Arizona  85635 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1601  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


<^n  iScottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
V\/H  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


JOHN  W.  KENNEDY,  M.D. 

F.  S.  TOLONE,  M.D. 

W.  T.  COOK,  M.D. 

Radiology,  Diagnosis,  X-ray  and  Cobalt  Therapy 

4550  N.  51st  Avenue 
Phoenix,  Arizona  85031 
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Pharmacy  Directory 


Classified 


Serving  Arizona 
Health  Needs 
Cinrfi  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 

DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  AA.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
contact  Roland  W.  Wilpitz, 
/rence  Memorial 
..itonwood,  Arizona 

SOv. 

ATTENTION:  Immediate  opening  for  physi- 
cian interested  in  Group  General  Practice  in 
Arizona.  New  clinic  and  hospital  facilities.  No 
investment  or  equipment  necessary.  Industrial 
connection  allows  immediate  salary.  Will  ac- 
cept draft  eligible  physician.  Reply:  Drawer  M, 
Miami,  Arizona. 

Situation  Wanted:  Board  Certified  General 

Surgeon  desires  to  re-locate  in  Arizona;  licens- 
ed in  Arizona;  married  with  family;  no  objec- 
tion to  limited  GP;  available  for  personal  in- 
terview for  mutual  evaluation.  Reply:  Box 
64-3,  4601  N.  Scottsdale  Road,  Suite  201, 
Scottsdale,  Arizona  85251. 

EENT  Physician  and  Surgeon  desires  to  semi- 
retire and  relocate.  Would  consider  associa- 
tion, solo  practice  or  Student  Health  position 
as  General  Practitioner.  Licensed  in  Arizona. 
Reply:  Box  64-10,  4601  N.  Scottsdale  Road, 
Suite  201,  Scottsdale,  Arizona  85251. 

DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


ATTENTION  INVESTORS!  1 will  contribute  my 
high  equity  in  two  commercial  acres  in  North 
Phoenix,  suitable  100  bed  Nursing  Home,  near 
hospital,  stores,  bus.  Major  financing  believed 
available.  Or  sell  outright,  or  ground  lease. 
Let's  talk.  J.  T.  Coffee,  Jr.  Owner-Realtor.  P.  O. 
Box  16152,  Phoenix.  (602)  264-0667. 
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NAME:  DOCTOR  OR  PHYSICIAN  875 

Leslie  B.  Smith,  M.D. 


ECONOl/IICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request, 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

6009B1  ■ ..J 


some 
allergens 
are  red... 

I 


whatever  their 
color,  shape, 
or  size... 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  ooecc 


PARKE-DAVIS  (]()()" 


PARKE.  DAVIS  i COMPANY,  Detroit,  Michigan  4B232 


uhvxin 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


r 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


X ' ^'\ 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON.  WESTCOTT  & DUNNING,  INC. 


I 


BALTIMORE.  MARYLAND  21201 

( LTRZ2 ) 


I 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


pain  and  swelling  of  hemorrhoids 
effectively  relieved 

with 

PNS 

SUPPOSITORIES 


Each  suppository  contains: 

Pontocaine® 

(brand  of  tetracaine)  HCI  ....  10  mg. 
Neo-Synephrine® 

(brand  of  phenylephrine)  HCI . . 5 mg. 

Superinone®  (brand  of  tyloxapol)  . 25  mg. 
Bismuth  subcarbonate 100  mg. 

PNS  Suppositories  contain  Pontocaine  for 
long-acting  topical  analgesia,  Neo-Syneph- 
rine for  dependable  decongestion,  bismuth 
subcarbonate  for  protective  coating  of  ul- 
cerations and  Superinone  for  its  spreading 
effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting  a 
minute  or  two,  has  occurred  in  a few 
instances.  However,  should  evidence  of  sen- 
sitivity appear,  use  of  the  suppository  should 
be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 

1/lf/nfhrop 

Winthrop  Laboratories,  New  York,  N.Y. 


I 
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Now,  now,  Mrs.  Forsythe,  wFve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
I that  drowsiness  may  result. 

jEach  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


For  relief  of  nasal  congestion. 
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new  small  size 


15  Qm.  ' 

OR  TOPICAL  USE  081 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


SYNTEX 

LABORATORIES.  ISC. 
Palo  Alto,  Calit. 


(fluocinolone  acetonide)  cream : 

twill. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  hew 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that’s  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Generaf-Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnan 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  bi 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonget 
periods  of  time.  2.  Occlusive  dressing  mef/rod— With  occlusion  of  extensivt 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitabit 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sens! 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  oi 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  Th(( 
development  of  infection  requires  appropriate  antibacterial  therapy  and  di:- 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  striarl 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesiorj 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissiontj 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  Thfl 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  nevj 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some’ 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  theii| 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  oi , 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects;  Side  effects  are  not  ordinarily  encountered  with  topically  appliec] 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unfaj 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M.,  andl 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1%1.  2.  Meenan,  F.  O.:  J lrisl;| 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M.,  Jr.,  Raskin,  J.,  and  Dunseatjj 
W.  J.  R.:  Southern  Med  J 56.797  (Jul.)  1963.  Jt 


of  a modern 
corticosteroid 
economy  of 
hydrocortisone 


Mow... a choice  of  3 
economical  sizes 


m.  . iW 

120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  ocetonide  — an  original  steroid  from 

SYNTEXS 

laboratories  INC..  PALO  ALTO.  CALIF. 


It  works. 


SUMMARY: 

TREST  (METHIXENE  HYDROCHLORIDE) 
relieves  G.l.  spasm,  hyperactivity 
and  associated  pain  by  directly 
antagonizing  the  parasympathetic 
nervous  system. 

Each  tablet  contains  methixene  hydrochloride,  1 mg. 

INDICATIONS:  Gastrointestinal  Spasm  and  Hypermotility. 

CONTRAINDICATIONS:  Pyloric  obstruction,  gastric  retention,  obstructive  organic  disease 
of  the  gastrointestinal  tract,  organic  cardiospasm,  duodenal  stenosis,  stenosing  peptic 
ulcer,  and  urinary  bladder  neck  obstruction  or  prostatic  hypertrophy  are  contraindications 
to  the  use  of  this  drug. 

WARNING:  Overdosage  produces  anticholinergic  side  effects.  Although  the  animal  re- 
production studies  are  negative,  until  there  is  clinical  confirmation  of  safety  in  pregnancy, 
this  product  should  not  be  used  in  women  who  may  become  pregnant  unless  in  the  opinion 
of  the  physician  the  benefits  outweigh  the  risks. 

PRECAUTIONS:  Use  only  with  caution  in  patients  with  certain  types  of  cardiovascular 
disease,  since  anticholinergic  drugs  may  cause  arrhythmias.  Extensive  clinical  studies  of 
TREST  have  shown  no  evidence  of  glaucoma.  However,  the  possibility  exists  that  it  can 
occur  since  it  has  been  reported  as  a characteristic  side  effect  of  anticholinergic  drugs. 
This  product  does  not  replace  definitive  treatment  in  organic  gastrointestinal  disease. 

SIDE  EFFECTS:  Side  effects  are  generally  absent  when  TREST  is  used  in  the  recommended 
dosage  of  1 to  2 mg.  three  times  daily.  Uncommonly,  allergy  or  sensitivity  to  the  drug  may 
be  manifested  by  generalized  rash  or  widespread  desquamation.  In  case  of  prolonged  or 
massive  overdosage,  dry  mouth,  blurred  vision,  and  urinary  retention,  typical  side  effects 
common  to  anticholinergic  drugs,  may  occur.  Occasionally,  sensitive  patients  may  notice 
mild  dryness  of  mouth  or  slight  blurring  of  vision  from  doses  of  2 mg.  or  more.  Most 
patients  tolerate  single  doses  of  5 mg.  without  such  side  effects. 

DOSAGE:  The  usual  adult  dosage  is  1 mg.  by  mouth  three  times  daily.  If  necessary,  the 

dose  may  be  increased  to  2 mg.  three  times  daily.  Pediatric  dosage  has  not  been  determined. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

Puts  the  G.l.  tract 
to  rest 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


An 

antispasmodic 

that 

antagonizes. 


How  TRESr 

(METHIXENE  HYDROCHLORIDE) 

works. 


parasympathetic  nerve  !■ 


TREST  (methixene  hydrochloride) 
directly  antagonizes  the 
parasympathetic  nervous  system. 

TREST  (methixene  hydrochloride) 
blocks  the  action  of  acetylcholine 
formed  at  the  synapses  and  visceral 
parasympathetic  nerve  endings. 

Therefore,  nerve  impulses  are 
prevented  from  reaching  the  smooth 
muscle  layer. 


Smooth 

Muscle 


Nerve 

Endings 


TREST®  (METHIXENE  HYDROCHLORIDE) 

relieves  gastrointestinal 
spasm,  hyperactivity 
and  associated  pain 
in: 


Put  the  gut  to  rest 
with  your  prescription  for 

TRESr 

(METHIXENE  HYDROCHLORIDE) 


Evidence 
that  TRESr 

(METHIXENE  HYDROCHLORIDE) 

works. 


EFFECTIVENESS  AND  SAFETY 


t.i.d.  dosage  in  milligrams 


symptomatic  relief 


2 mg. 


upper  recommended  clinical  dose/greater 
pharmacologic  activity  and  symptomatic 
relief/side  effects  uncommon 


10  mg. 


Studies  with  372  subjects  revealed  no  adverse  effect 
upon  vital  organs  when  dosage  was  increased  10 
times  the  normally  effective  dose  of  1 mg.  t.i.d. 
for  periods  up  to  2V2  years  of  continued  administration. 


22 


1 

LACK  OF  SIDE  EFFECTS 


5 

D 

Z 


Following  single  doses  of  1 mg.  of  Trest  (methixene 
hydrochloride),  none  of  the  subjects  noted  blurred 
vision,  nor  was  dryness  of  the  mouth  recorded. 

When  the  dose  was  increased  to  2 mg.,  the  blurred 
vision  was  noted  by  one  of  22  subjects. 

Only  2 of  22  subjects  noted  dry  mouth  and  blurring 
of  vision  even  when  doses  of  5 mg.  were  given. 


Blurred  Vision 


Dry  Mouth 


1 mg.  2 mg.  3 mg.  4 mg.  5 mg. 


Conclusion:  Typical  atropine-like  side  effects  are  not  expected 
when  Trest  is  used  1 mg.  t.i.d.  These  effects  are  uncommon 
when  the  dosage  is  increased  to  2 mg.  t.i.d. 


"A  highly  satisfactory  symptomatic  response  was  obtained  in  20  of  the 
23  patients  who  took  1 mg.  of  methixene  hydrochloride  (Trest)  by  mouth  three 
times  daily.  No  side  effects  occurred  at  this  dosage  during  administration  of 
the  medication  itself. 

"Methixene  hydrochloride  (Trest)  provides  highly  gratifying  sympto- 
matic relief  in  a variety  of  conditions  associated  with  gastrointestinal  motility 
without  producing  the  usual  atropine-like  side  effects  and  without  requiring 

concurrent  barbiturate  sedation."  — Martins,  J.  k.; 

Clin.  Med.  72:1313-1316 
(Aug.)  1965. 

"...  in  a series  of  47  patients  suffering  from  various  types  of  functional 
bowel  distress.  The  superiority  of  this  drug  (Trest)  in  dosage  of  1.0  mg.  three 
times  daily  by  mouth  over  the  placebo  is  statistically  significant.  At  that  dosage 

level,  side  effects  were  not  observed."  — HulFord,  A.  R.: 

Clin.  Med.  72:1151-1155 
(July)  1965. 


An 

antispasmodic 

that 

antagonizes. 


SQUIBB  NOTES  ON  THERAPY 


“‘Tranquilizer’  is  not  a good  word’” 


'“This  classification  is  psychologi- 
I cally  too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue/'^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference''  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.^ 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.^ 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.^ 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."'’ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.^  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.^ 


DRUG 


BASED  ON 

SEDATIVE  ANGOtYTIC  STANDARD 
INDEX  INDEX  ; DOSE  OF 


Chlorpromazine 

100 

15 

25 

Triflupromazine 

100 

:15  ' 

25 

Thioridazine 

90 

17 

25 

Perphenazine 

15 

25 

■A 

Carphenazine 

25 

25 

25 

Trifluoperazine 

3.3 

95 

Z 

Fluphenazine 

3.5 

100 

2 

‘adapted  from  Sainz? 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


Contraindications;  Do  not  use  with  high  doses  ot 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Exirapyramidal  reactions,  allergic  sl<ir> 
reactions,  the  possibility  of  anaphylaxis,  drovv.-: 
ness,  visual  blurring,  dizziness,  insomnia,  nan  i 
anorexia,  salivation,  edema,  perspiration  Ury 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  I mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 

References:  1.  Simpson,  C.M.:  Postgrad.  Med 
.r').557,  1%6.  2.  Freyhan,  F.A.:  Am.  ).  Psychial. 
t'.A577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
-onary,  ed.  24,  Philadelphia,  W.  B.  Saunders  Co.. 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.).,  1965.  p.  310.  5.  Cohen.  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  larerki.  II.: 
Cotmecticul  Med.  2.5:55.3,  1961.  7.  Sainz,  A.:  Psv- 
chosomalics  5:167,  1964. 


FflOLIXIN* 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


'The  Priceless  b .-idlenf  of  every  product 
is  the  honor  ;!nd  integrity  of  its  mjkcr 


New 

ost  tetracycline / antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


2.  nonpregnant  women  with  a history  of  recent 

diabetic  patients  or  recurrent  monilial  vaginitis  3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracy  cline  or  cortico- 
. patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY;  For  complete  in- 
formation consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi- 
tive organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  ami  , 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
he  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions;  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  Q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec-  ^ 
tions.  Administer  one  hour  before  or  2 hours  after  meals.  , 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra-  . 
cycline  HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


h capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 
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TITLE  XIX 


It  is  amazing  what  some  people  will  do  for  a 
buck.  Especially  if  that  buck  is  loose,  uncon- 
trolled, floating  about,  and  just  looking  for  some 
place  to  be  spent.  Our  very  affluence  encourages 
such  a condition,  while  Public  Law  89-97  has 
declared  what  amounts  to  an  open  season  on 
the  specie,  although  no  bag  or  possession  limits 
have  as  yet  been  set. 

Several  months  ago  an  information  sheet  or 
“flyer”  arrived  at  Arizona  Medicine  which  was 
reportedly  being  distributed  to  people  in  New 
York  City  by  the  Mount  Sinai  Hospital  of  that 
same  city.  Believing  that  some  error  must  surely 
exist,  your  editor  wrote  to  the  hospital  in  ques- 
tion and  received  a letter  in  reply  accompanied 
by  a beautiful  little  printed  brochure  which  sup- 
ported the  flyer  material,  which,  in  fact,  it  never 
denied. 

For  the  purpose  of  editorial  clarity  the  flyer, 
letter,  and  brochure  are  labelled  Specimens  “A,” 
“B,”  and  “C”  and  are  reproduced  for  inspection 
on  pages  809-813  of  this  issue. 

Public  Law  89-97  consists  of  two  portions. 
Title  XVIII,  or  the  Medicare  portion,  being  con- 
cerned with  a national  health  insurance  program 
under  Social  Security  for  those  people  in  these 
United  States  of  age  65  or  over.  Title  XIX  of 
this  same  Public  Law  provides  for  special  med- 
ical treatment  of  individuals  up  to  age  21,  but 
also  includes  the  medical  treatment  of  any  med- 
ical indigent  (Welfare  recipients)  regardless  of 
age.  This  portion  has  been  called  Medicaid  and 
is  IN  ADDITION  to  the  Medicare  Program  of 
the  Federal  Government. 

The  Medical  Society  of  the  State  of  Ne^^  York 
is  at  the  present  time  negotiating  a fee  schedule 
between  the  state  society  and  the  administering 
agencies  relative  to  Title  XIX.  Welfare  recipi- 
ents are  no  longer  to  be  second-class  citizens. 
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and  are  to  receive  medical  care  in  the  same 
fashion  as  other  citizens,  such  care  to  be  paid 
for  on  the  basis  of  the  prevailing  rate  in  the 
community. 

Now  this  will  amount  to  quite  a bundle!  In 
fact,  it  might  strain  the  resources  of  even  our 
great  and  affluent  society  of  which  much  note 
has  been  made,  but  is  inconceivable  that  either 
the  amount  or  the  sources  thereof  had  not  been 
previously  considered  before  the  Law  was  writ- 
ten! A conversion  factor  of  $3.50  has  been  pro- 
posed for  negotiation  of  Title  XIX  fees  instead 
of  the  usual  conversion  factor  of  $5.00,  the 
standard  Blue  Cross  conversion  factor.  The  Med- 
ical Society  does  not  wish  to  accept  what  it 
considers  a substandard  rate  of  payment  identi- 
fied as  a prevailing  rate  since  this  will  adversely 
affect  both  present  and  future  negotiations  rela- 
tive to  both  Title  XVIII  and  Title  XIX. 

It  took  30  years  to  implement  Title  XVIII. 
Title  XIX  may  not  take  nearly  so  long,  and  the 
socialization  of  Medicine  will  then  be  complete! 

Roland  F.  Schoen,  M.D. 

Editor 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 


are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  everj'  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  he  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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SPECIMEN  “k" 


F/ffC/ 


Effective  imiediately , THE  MDUNT  SINAI  HOSPITAL  is  offering  the  full 
benefits  of  THE  NEW  YORK  STATE  MEDICAL  ASSISTANCE  PROGRAM  (Title  19) 


(Note;  This  is  new  and  in  addition  to  the 
Medi rnre  Program  of  your  Federal  Government) 


V^hatThis  To  You  — 

* Unless  your  income  is  considerably  above 
the  national  average,  the  TOTAL  COST  of 
almost  all  the  same  excellent  medical 
care,  services  and  supplies  that  (HUffT 
SINAI  offers  to  any  patient,  will  be 
fully  paid  for  by  your  State  I 

* To  receive  these  benfits,  you  come 
directly  to  the  Hospital. 

* On  your  first  visit,  the  Hospital  will 
help  you  fill  out  one  simple  form. 

No  other  red  tape. 

* FYom  now  on,  you  are  financially 
responsible  only  for  your  wife  (husband) 
and  children  under  21  yeeirs  old.  YOU  ARE 
no  longer  financially  responsible  for  the 
nedical  expenses  of  your  p>6urents? 


In  the  next  column  is  a simplified 
explanation  of  this  dramatic  change  in  the 
traditional  relationships  between  Patient, 
Doctor,  Hospital  and  State. 


If  any  part  of  it  is  not  clear,  please  as)< 
for  assistance  from  any  member  of  the 
M3UNT  SINAI  HOSPITAL  (Xit-Patient  Department. 

IMPORTAm'I 

1.  You  do  not  have  to  be  sick  to  apply  for 
these  benefits.  After  you  apply,  you  will 
receive  a special  card.  Then,  if  and  when 
a member  of  your  family  needs  medical  aid 
just  bring  your  card  to  the  Hospital. 

2.  The  place  to  apply  for  your  card  is 

THE  MOUNT  SINAI  HOSPITAL 


WHO  MAX  APf^LY  ? 

Any  person,  of  ANY  age,  provided  his  family's 
"Net  Income"  is  not?  greater  than . shewn  below: 


Number  of  Persons  in  Family 


1 

2 

3 

4 

5 

6 

7 

8 

One  wage 
earner  in 
household 

2900 

4000 

5200 

6000 

6850 

7700 

8550 

9400 

I\vo  wage 
earners 

— 

4850 

6050 

6850 

7700 

8550 

9400 

10250 

Example:  If  there  are  six  in  your  family,  with 
two  wage-earners,  and  the  total  "Net  Income" 
is  less  than  $8,550,  you  are  entitled  to 
complete  coverage  under  this  program. 

WHAT  IS  Incoms'' ^ 

This  is  your  total  income  from  all  sources  less 
Federal  and  State  income  taxes , Health  Insurance 
premiums,  and  any  payments  ordered  by  a court. 

You  are  covered  even  though  you  own  a nome,  car, 
savings  equal  to  half  your  allowed  income  above. 

Life  Insurance  up  to  $1000  for  each  member  of  your 
family,  and  basic  p>ersonal  property  (clothing, 
furniture,  tools,  personal  effects,  etc.) 

WHAT  Benefits  Ant 

"Services  of  qualified  physicians , dentists , nurses, 
optometrists,  podiatrists  and  related  professionals 
—Care,  treatment,  maintenance  and  nursing  services 
in  hospitals,  nursing  homes,  infirmaries,  etc.; 
—Home  health  care  services,  including  nursing 
services  and  services  of  home  aids ; 

—Out-patient  hospital  or  clinic  services ; 

—Drugs , sickroom  supplies , eyeglasses , dentures , 

, prosthetic  appliances ; 

—Physical  therapy,  related  rehabilitative  services; 
—Laboratory  and  X-ray  services ; and 
—Transportation  necessary  to  obtain  care  and 
services . 


(Actual  photographic  reproduction  of  flyer) 
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SPECIMEN  "B 


lOOth  STREET  AND  FIFTH  AVE.  • NEW  YORK,  N.  Y.  10029 

RECEIVED 

July  22,  1966  JUL  29  1966 

1BI20NA  MEDICINE 


Dr.  Roland  F.  Schoen 
Editor 

Arizona  Medicine 
Post  Office  Box  128 
Scottsdale,  Arizona  85252 

Dear  Dr.  Schoen: 

Dr.  Steinberg  has  asked  me  to  reply  to 
your  letter  of  July  15. 

You  should  be  aware  that  the  flyer  was 
prepared  for  our  clinic  patients  and  was  an  attempt  to 
speak  to  them  in  their  own  language.  It  was  handed  to 
our  own  patients  and  never  was  distributed  outside  the 
Hospital  with  our  approval.  However,  persons  politically 
opposed  to  this  program  have  seen  fit  to  distribute  it 
widely  without  the  courtesy  of  asking  our  permission. 

You  might  be  interested  in  the  form  we  presently  are  issuing, 
a copy  of  which  is  enclosed. 

Since  we  see  no  purpose  in  further  repro- 
duction of  a bulletin  which  already  has  served  its  internal 
usefulness,  we  would  see  little  point  in  your  distribut- 
ing it  further  and  adding  to  the  misinterpretations  which 
have  arisen  because  of  it. 

Thank  you  for  your  interest. 


s 

Enc losure 


Sincerely  yours. 


S.  DAVID  POMRINSE,  M.D. 
Associate  Director 
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SPECIMEN  "C 


Medical  Assistance  for  Needy  Persons' 


NOTE:  MEDICAL  ASSISTANCE  FOR  NEEDY  PERSONS  IS  NOT  MEDICARE 


Medicare  is  o federal  insurance  progrom  for  persons  65  years  of 
age  and  over.  Beginning  July  1,  1966,  ir  will  provide  limited  medical 
benefits  without  a means  test.  Informotion  about  the  program  can  be 
obtained  from  locol  Social  Security  offices. 

Medical  Assistance  for  Needy  Persons  provides  unlimited  medical 
benefits  for  persons,  regardless  of  age,  who  cannot  pay  for  such  serv* 
ices,  as  determined  by  a means  test.  Information  about  this  program 
can  be  obtained  from  local  public  welfare  departments  in  New  York 
State. 


I^IIV  serious  problem  for  many  individuals  and 
if  II I families  is  the  cost  of  medical  care.  As  those 

g costs  rise,  more  and  more  people  find  they 

I cannot  meet  them.  Consequently  they  go 
without  necessary  medical  attention,  risking 
serious  illness  or  disability,  sometimes  chronic  illness. 


Children,  deprived  of  medical  care  because  their 
parents  cannot  afford  it,  often  become  victims  of  condi- 
tions that  impair  their  health  and.  later  in  life,  limit  their 
work  capacities. 


Lade  of  needed  health  care,  in  time,  builds  a great 
burden  of  illness  and  disability  in  the  community,  much 
or  ail  of  which  becomes  a welfare  burden  eventually.  To- 
day one-third  of  all  public  welfare  expenditures  in  New 


York  State  and  elsewhere  in  the  Nation  stems  from  sick- 
ness. 

With  a constantly  increasing  population  and  a con- 
stantly rising  cost  of  health  care,  this  situation  has  been 
growing  worse.  More  and  more  individuals  and  families 
cannot  pay  for  the  medical  care  they  require,  especially 
people  in  the  low-income  and  moderate-income  groups, 
although  they  are  able  to  support  themselves  otherwise. 

To  help  these  citizens  avoid  needless  suffering  and 
disability  and  to  prevent  them  from  becoming  welfare 
recipients  because  of  medical  bills.  New  York  State,  in 
cooperation  with  the  Federal  Government  and  the  lo- 
calities, has  established  a program  of  Medical  Assistance 
for  Needy  Persons. 


MliJIiT  Medical  Assistance  will  pay  the  medical 
if  ilM  I bills,  in  whole  or  in  part,  of  New  York 
State  residents  who  can  maintain  them- 
• selves  but  who  cannot  meet  the  costs  of 

medical  care.  While  most  of  these  individ- 
uals and  families  will  be  in  the  low-income  or  moderate 
income  groups,  others,  facing  catastrophic  costs,  may 
also  be  elieible  for  Medical  Assistance. 


These  payments  will  be  made  to  vendors  (hospitals, 
physicians,  dentists,  and  so  forth)  for  the  entire  range 
of  hospital,  physician,  dental,  nursing,  and  all  other 


health  services,  drugs,  and  appliances  that  may  be  re- 
quired by  the  patient. 

Welfare  departments  can  pay  vendors  for  unpaid 
medical  services  given  to  an  eligible  person  during  the 
three-month  period  prior  to  the  month  of  application 
for  Medical  Assistance  if  the  person  cannot  pay  for 
those  services. 

The  Slate  Department  of  Health  is  responsible  for  as- 
suring a high  standard  of  health  care  for  all  recipients 
of  Medical  Assistance.  As  of  November  1.  1966  it  will 
administer  all  medical  aspects  of  the  program. 
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\A/UO  'Whether  a person  or  family  qualifies  for 
iff  nU  Medical  Assistance  depends  on: 

/%  the  amount  of  annual  income 

J the  amount  of  savings 

the  amount  of  life  insurance 
the  amount  of  medical  expense 


First,  there  are  three  sets  of  exemptions  to  be  con- 
sidered; income,  savings  and  life  insurance.  These  are 
amounts  of  income  and  resources  that  need  not  be  used 
to  pay  medical  bills. 

Here  are  the  income  exemptions: 


NET  ANNUAL  INCOME  EXEMPTIONS 

{ total  income  less  income  taxes  and  the  cost  of  health  insurance  premiums) 


Minimum  Exemptions  for  Family  Households  in  Which  There  Are  Wage-Earners 


Number  in  household  dependent  on  the  wage  earner  and  family  members  for 
whom  the  earner  is  legally  responsible,  or  has  assumed  responsibility. 


Persons  in 
Household 

ONE 

TWO 

THREE 

FOUR 

FIVE 

SIX 

SEVEN 

EIGHT 

One  earner 

$2,900 

4,000 

5,200 

6,000 

6,850 

7,700 

8,550 

9,400 

Two  earners 

— 

4,850 

6,050 

6,850 

7,700 

8,550 

9,400 

10,250 

Minimum  Exemptions  for  Family  Households  in  Which  There  Is  No  Wage-Earner 
But  Existing  Income  (Social  Security,  Pension,  Interest,  Dividends,  etc.) 

$2,300 

3,250 

4,350 

5,150 

6,000 

6,850 

SAVINGS  EXEMPTIONS 


Savings  are  exempted  up  to  one-half  of  the  annual 
net  income  (total  income  less  income  taxes  and  the  cost 
of  health  insurance  premiums).  For  example:  a family 
with  an  annual  net  income  of  $6,000  is  permitted  to 
reserve  $3,000  in  savings.  Any  savings  in  excess  of 


$3,000  would  have  to  be  used  toward  payment  of  medi- 
cal bills — unless  some  of  the  savings  were  needed  to 
establish  burial  reserves  for  members  of  the  family 
without  minimum  insurance  protection. 


INSURANCE  EXEMPTIONS 


Life  insurance  with  a face  value  of  $1,000  (the 
amount  paid  in  case  of  death)  is  exempt  for  each  mem- 
ber of  the  family.  Thus  a family  of  four  may  have  four 
$ 1,000-policies. 

if  any  member  of  a family  has  an  insurance  policy 
with  a face  vaiue  in  excess  of  $1,000,  the  loan  value 
of  the  policy  must  be  determined.  If  it  has  a loan  value, 
the  amount  must  be  considered  an  asset,  as  savings  are 
considered  to  be.  Suppose  the  situation  involves  a policy 
with  a loan  value  of  $1,500.  Suppose  further  that  the 
family  has  an  annual  net  income  of  $6,000  and  has  the 
maximum  amount  of  savings  exempted,  $3,000.  That 
would  mean  the  family  must  use  the  $1,500  for  medical 
expenses.  However,  if  it  had  savings  of  only  $ 1 ,000,  the 
$1,500  would  not  have  to  be  used  for  medical  expenses 


because  the  $1,500  and  the  $1,000  would  total  only 
$2,500 — or  less  than  the  family’s  savings  exemption  of 
$3,000. 

Let’s  consider  a different  situation,  one  in  which  no 
life  insurance  exists.  Under  these  circumstances,  a burial 
reserve  of  $1,000  may  be  set  aside  for  each  member  of 
the  family  from  existing  savings. 

Example:  a family  of  four  has  one  insurance  policy 
of  $1,0(30  on  the  head  of  the  household.  The  other 
three  members  have  no  insurance.  But  the  family  has 
savings  of  $4,000.  It  may  set  aside,  as  a burial  reserve. 
$1,000  for  each  of  the  three  members  without  insurance. 
That  would  reduce  the  savings  to  $1,000.  which  would 
be  exempt  from  use  to  pay  medical  bills  if  it  were  one- 
half  or  less  of  the  family’s  annual  net  income. 
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MIt  works  like  this.  Take  a family  of  four  with 
one  wage-earner,  net  income  of  $6,000, 
savings  of  $3,800,  and  a life  insurance  policy 
; with  a face  value  of  $500  for  each  of  its  four 
members. 

All  of  the  $6,000  income  would  be  e.xempi;  none  of 
it  would  have  to  be  used  to  pay  medical  bills. 

Since  the  family  is  entitled  to  life  insurance  protection 
of  $1,000  for  each  of  its  four  members,  it  could  set  aside 
from  its  savings  $500  for  each  member  to  supplement 
the  $500  policies.  That  cash  set  aside  would  total 
$2,000.  leaving  $1,800  in  savings.  That  $1,800  would 
not  have  to  be  used  to  pay  medical  bills  since  it  is  less 
than  half  of  the  annual  income. 

A Note  about  Private  Health  Insurance: 

No  one  should  cancel  his  private  health  insurance 
protection  because  he  thinks  he  may  not  need  it  under 
Medical  Assistance  for  Needy  Persons. 

First,  he  had  better  make  sure  he  is  eligible  for  Med- 
ical Assistance  before  he  takes  any  action. 

Second,  his  eligibility  for  Medical  Assistance  will 
probably  vary  from  time  to  time,  depending  upon  his 
income  and  other  resources;  consequently  a person  who 
drops  his  personal  health  insurance  may  be  eliminating 
his  only  means  of  paying  for  medical  care  he  needs. 

In  an  effort  to  encourage  people  to  maintain  personal 
health  insurance  for  their  own  protection,  payment  of 


insurance  premiums  is  taken  into  account  in  determin- 
ing eligibility  for  Medical  Assistance.  Up  to  $275  yearly 
for  payment  of  such  premiums  is  excluded  from  calcu- 
lating exempt  income  for  a single  person  and  $400 
for  a family. 

Get  the  facts  before  dropping  any  life  insurance. 
Term  policies  have  no  effect  on  eligibility.  Assignment 
or  cash  surrender  of  your  insurance  is  not  required. 
Your  welfare  department  will  answer  all  your  questions. 

Other  provisions: 

Legally  Responsible  Relatives:  Legally  responsible 
relatives  of  a person  in  need  of  Medical  Assistance  are 
required  to  contribute  to  the  person’s  support  in  so  far 
as  they  are  able  to  do  so.  Legally  responsible  relatives 
are  husbands  and  wives,  and  parents  of  children  under 
2 I . Children  are  not  legally  responsible. 

Liens  on  Property:  No  lien  or  encumbrance  of  any 
kind  is  required  from,  or  will  be  imposed  against,  the 
property  of  any  individual,  prior  to  his  death,  because  of 
Medical  Assistance  correctly  paid  or  to  be  paid  on  his 
behalf. 

There  will  be  no  adjustment  or  recovery  of  Medical 
Assistance  payments  correctly  paid,  except  from  the 
estate  of  an  individual  who  was  65  years  of  age  or  older 
when  he  received  such  assistance,  and  then  only  after 
the  death  of  his  surviving  spouse,  if  any.  and  only  at  a 
time  when  he  has  no  surviving  child  who  is  under  21. 


WHERE 

■ 


Application  for  Medical  Assistance  is 
made  at  the  local  department  of  public 
welfare,  which  is  responsible  for  receiv- 
ing and  acting  upon  applications  and 
certifying  eligibility. 


Application  can  be  made  in  person,  by  mail,  or  by 
another  person  for  the  applicant. 


The  application  form  calls  for  necessary  information 
on  income,  savings,  and  medical  insurance.  This  infor- 
mation is  supplied  by  the  applicant  and  certified  to  by 
him. 

If  an  application  is  denied  by  the  local  welfare  de- 
partment. the  applicant  may  appeal  to  the  New  York 
State  Department  of  Social  Welfare  for  a review  and  a 
fair  hearing.  Decisions  of  the  Department  in  all  such 


cases  are  binding  upon  the  local  commissioner  involved. 

Identification  cards  are  issued  by  local  welfare  de- 
partments for  periods  of  six  months  for  families  with 
children  under  21  years  of  age,  and  12  months  for 
families  in  which  all  members  are  over  21.  These  cards 
can  be  obtained  by  qualified  applicants,  certifying  them 
for  Medical  Assistance  in  advance  of  any  case  of  illness. 
The  cards  are  renewable. 

In  addition  to  the  medically  needy  citizens  who  qualify 
for  payment  of  their  medical  bills  in  whole  or  in  part, 
other  groups  will  have  their  medical  care  paid  for.  These 
include  all  welfare  recipients,  eligible  patients  65  years 
of  age  and  over  in  State  mental  hygiene  and  tuberculosis 
hospitals,  and  Medicare  beneficiaries  who  cannot  pay 
the  $40  deductible  for  hospitalization  and  other  costs 
not  covered  by  Medicare. 


STATE  OF  NEW  YORK 
Nelson  A.  Rockefeller,  Governor 


STATE  DEPARTMENT  OF  SOCIAL  WELFARE 
George  K.  Wyman,  Commissioner 


STATE  BOARD  OF  SOCIAL  WELFARE 
Hugh  R.  Jones,  Chairman 


STATE  DEPARTMENT  OF  SOCIAL  WELFARE 
112  State  Street,  Albany,  New  York  12201 
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FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

I EACH 

I 

^/^rizona ]\j^edieine 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Name  

Address ^ 


PLEASE  SEND ^ BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


HOSPITAL  MEDICAL 


TOO  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  PRACTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Malcolm  F.  Dorfman,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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AESCULAPIUS  AWARD  PROGRAM 

ALL  ASSOCIATION  MEMBERS  ARE  URGED  TO  ENTER 

Complete  the  application  below  before  January  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1967  Annual  Meeting  of  this  Association. 


$200.00 

CASH 

AWARD 


THE  GOD  AESCULAPIUS 


Photo  courtesy  of  Parke,  Davis  & Co.  c 1 957 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 


PLEASE  ACCEPT  AAY  APPLICATION  FOR  ENTRY  IN  THE  AESCULAPIUS  AWARD  PROGRAM 
BEING  HELD  AS  PART  OF  THE  76TH  ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSO- 
CIATION, APRIL  26,  27,  1967. 

I PROPOSE  TO  EXHIBIT:  


Name:  . 
Address 


I understand  that  further  information  may  be  requested  on  the  acceptance  of  this  appli- 
cation. 


S 


November,  1966 
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only  one  in  the  morning 
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and  one  in 

the  evening 

Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
}ver  q._Ld,  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 


new  bldO^PS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

^CAPS  now  enable  you  to  pre- 
cribe  tetracycline  in  an  even  more 
iconomical,  more  convenient 
orm.  Your  patient’s  prescription 
lollar  gets  maximum  value:  a 
laily  bidCAPS  dose  is  priced  lower 
han  any  other  leading  brand  of 
etracycline— b.i.d.  or  q.i.d. 

Veil  tolerated.  Tetrex  (tetracy- 
:line  phosphate  complex)  is  well 
derated.  Gastrointestinal  side 
effects  are  few,-  photodynamic 
eactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 

the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50„ 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  Infor- 
motion  consult  Official  Package  Circular,  fnc/icofions: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Controindicot/ons:  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetra- 
cycline. Wornings;  Photodynamic  reactions  have  been 
produced  by  lefracycllnes.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  siluafion,  lower  doses  should  be  used.  Tooth  stain- 
ing ond  enamel  hypoplasia  may  be  induced  during 
tooth  development  {last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Mycotic  or  bac- 
terial superinfection  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  Initially  and  monthly  for  3 months.  Adverse 
Reactions-.  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
-lence,  proctitis,  vaginitis,  dermatitis  and  allergic  reac- 
tions may  occur.  Usual  Adult  Dose.-  500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  stn'; 
tococcal  infections.  Administer  one  hour  before  > » • 
hours  after  meals. 

Reference;  1.  Roberts,  C.  E.,  Jr.;  Perry,  D.  M.;  Kulv  A- 
H.  A.,  and  Kirby,  W.  M.  M.;  A.  M.  A.  Arch.  !tit. 
;07:204  (Feb.)  1961. 


BRISTOL 


bidCAPS  is  a trademark  of  Bristol  Laboratories,  Division  of  Bristol-Myers  Company,  for  Its  brands 
f twice-a-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  {tetracycline  phosphate  complex) 
quivalent  to  500  mg.  tetracycline  HCI  activity. 
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ArMA  REPORTS 


AD  HOC  COMMITTEE  ON  FEDERAL 
SERVICES 

Meeting  of  the  Ad  Hoc  Committee  on  Federal  Serv- 
ices of  The  Arizona  Medical  Association,  Inc.,  held 
Sunday,  September  18,  1966,  in  Suite  201,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:15 
a.m.,  William  B.  Steen,  M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Caldwell,  Hayes  W.;  Dysterheft, 
Arnold  H.,  President-Elect;  Henderson,  Charles  E.,  Sec- 
retary; Jarrett,  Paul  B.,  President;  Neubauer,  Darwin  W.; 
Reed,  Wallace  A.;  Spendlove,  Ceorge  A.,  Commissioner, 
Arizona  Health  Department;  Steen,  William  B.,  Chair- 
man. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Messrs.  Blazek,  James  J.,  Aetna  Life  Insur- 
ance Company;  Whaley,  Dallas  F.,  AMA  Field  Repre- 
sentative. 

EXCUSED:  Drs.  Kemberling,  Sidney  R.;  Ochsner, 
Albert  J.;  Yount,  Jr.,  Clarence  E.;  Mr.  Jacobson,  Edward, 
Counsel. 

Minules 

The  minutes  of  tlie  meeting  of  June  19,  1966,  were 
approved  as  presented. 

Review  Committee  Appointments 

The  following  Review  Committee  Chairmen  were 
designated: 

CENTRAL  — George  PI.  Mertz,  M.D.  (Phoenix). 

SOUTHERN  — Darwin  W.  Neubauer,  M.D.  (Tucson) 
(Replacing  W.  R.  Manning,  M.D.) 

The  following  review  committee  members  were  ap- 
pointed: 

SOUTHEASTERN  — Cochise  — Charles  W.  McMoran, 
M.D.  (CP);  Graham  — Bruce  N.  Curtis,  M.D. 
(CP);  Greenlee  — Carl  H.  Cans,  M.D.  (GS);  Santa 
Cruz  — Stephen  A.  Letourneaux,  M.D.  (GP). 

Advisor  — Consultants  Appointments 

The  following  Advisor-Consultants  were  designated: 

Cochise  — Guy  B.  Atonna,  M.D.  (GP-GS);  William  W. 
McKinley,  M.D.  (GP-ANES);  Graham  — Doran  V.  Porter, 
M.D.  (GP);  John  H.  Walker,  M.D.  (GP);  Greenlee  - 
Gerhard  L.  Ihm,  M.D.  (GP);  Maricopa  — Lee  Foster, 
M.D.  (R);  Santa  Cruz  — Zenas  B.  Noon,  M.D.  (GS); 
Yuma  — William  H.  Lyle,  M.D.  (GP). 

Field  Visitation  Program 

Mr.  Robinson  reported  on  his  recent  visitations  with 
members  of  the  Association  as  follows: 

On  the  first  of  August  he  started  a tour  of  the  State 
visiting  with  the  doctors  in  the  various  towns  with  the 
purpose  of  discussing  the  Medicare  law  and  other  Fed- 
eral legislation  which  is  pending  implementation.  He  was 
joined  on  this  visitation  by  Mr.  Dallas  Whaley,  AMA 
Field  Service  Representative.  Following  is  a list  of 
towns  visited: 

Clifton,  Cottonwood,  Grand  Canyon,  Holbrook,  King- 
man,  McNary,  Morenci,  Phoenix,  Prescott,  Safford,  Show 
Low,  Springerville  Tucson,  Wiekenberg,  Williams, 
Winslow. 

He  pointed  out  that  witli  the  exception  of  Phoenix 
and  Tucson,  between  80%  and  100%  of  the  doctors  in 


each  town  attended  the  meetings.  The  percentage  of 
attendance  in  Phoenix  was  about  20%  and  Tucson  35%. 

He  pointed  out  that  there  exists  a great  range  of 
interest  and  understanding  of  the  Medicare  law.  How- 
ever, there  seems  to  be  a growing  interest  in  future 
legislation  and  particularly  in  Title  XIX. 

Mr.  Robinson  made  the  following  recommendations: 

1.  Tliat  the  visitation  program  co»tinue  to  all  towns 
not  previously  visited. 

2.  That  very  close  liaison  be  developed  with  BC/BS. 

3.  That  the  liaison  established  with  Aetna  be  devel- 
oped further. 

4.  Establish  a close  liaison  with  the  State  Health  and 
Welfare  Departments. 

5.  That  Mr.  Robinson  be  invited  to  sit  in  as  an  observ- 
er at  the  advisory  committee  on  Heart,  Cancer, 
Stroke  legislation. 

6.  That  he  should  sit  in  on  all  legislative  committee 
meetings,  not  as  a lobbyist,  but  purely  as  an  ob- 
server. 

7.  That  another  visitation  program  be  planned  for  a 
later  date,  perhaps  in  six  to  eight  months,  for  the 
purpose  of  ascertaining  the  situation  at  that  time. 

It  was  regularly  moved  and  passed  that  the  above 
recommendations  be  approved. 

It  was  suggested  that  a member  of  the  Health  Depart- 
ment be  invited  to  go  along  on  future  visitations. 

Mr.  Dallas  Whaley,  AMA  Field  Representative,  com- 
mented on  the-  visitation  trip  and  thanked  the  Com- 
mittee for  letting  him  jjarticipate  in  the  program. 

Newsletter 

It  was  rexDorted  that  a newsletter,  originally  con- 
ceived by  the  Public  Relations  Committee,  would  be 
forthcoming  and  that  this  committee  would  utilize  it  as 
a means  of  distributing  information. 

Title  XIX 

Considerable  discussion  ensued  on  the  need  for  close 
attention  to  the  progress  of  Title  XIX.  It  was  agreed  that 
the  Association  should  provide  the  leadership  in  the 
State  for  implementation  of  Title  XIX. 

It  was  moved  and  carried  that  the  following  sub- 
committee be  appointed  to  direct  its  attention  exclusively 
to  Title  XIX  and  to  make  recommendations: 

Drs.  Reed,  Wallace  A.,  Chainnan 
Spendlove,  George  A. 

Yount,  Clarence  E. 

A fourth  member  would  be  appointed  at  a later  date. 

It  was  moved  and  carried  that  the  President  of  the 
Association  direct  a letter  to  the  Governor  of  the  State 
advising  liim  that  this  Association  has  studied  Title  XIX 
and  would  be  most  willing  to  assist  in  its  implementation 
in  any  way  possible. 

Mr.  Robinson  showed  the  film  strip  on  Title  XIX  as 
provided  by  the  AMA  and  the  American  Society  of 
Internists. 

Carrier  — Aetna  Life  Insurance  Co. 

Mr.  Jim  Blazek,  Aetna  Life  Insurance  Co.,  commented 
on  his  operation  as  follows: 

1.  Claims  filed  have  increased  from  890  in  July  to 
4800  in  August. 

2.  During  the  first  month,  the  ratio  between  assign- 
ment and  direct  billing  was  about  60%  assignments 
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and  40%  direct  billing.  Mr.  Blazek  agreed  that  he 
would  take  spot  samples  of  the  claims  in  the  future 
and  would  report  to  the  committee  at  its  next 
meeting. 

3.  Very  few  fee  problems  have  arisen.  Those  that  have 
arisen  have  been  settled  with  the  doctor  in  most 
cases.  Advisor-consultants  have  been  used  about 
a dozen  times  to  date. 

4.  It  is  taking  about  two  weeks  to  process  claims.  It  is 
hoped  that  this  will  be  reduced  to  a week  in  the 
near  future. 

5.  The  matter  of  the  hospital  based  physician  remains 
a serious  problem.  About  2000  claims  of  this  type 
are  unpaid.  The  procedure  to  clear  this  log-jam 
is  currently  underway. 

6.  Only  20%  of  the  claims,  where  a fee  profile  does 
not  exist,  have  to  be  verified  with  the  doctor  as  to 
whether  the  fee  is  his  usual  and  customary. 

It  was  recommended  that  Dr.  Arthur  Present  be  asked 
to  attend  future  meetings  of  the  committee  to  represent 
the  hospital  based  physicians. 

Mr.  Blazek  stated  that  a man  is  sent  to  Tucson  each 
week  to  resolve  problems  arising  in  that  area.  A program 
of  specific  times  would  be  prepared  so  that  doctors  in 
Tucson  would  have  regularly  scheduled  access  to  this 
man. 

Tille  XVIII  — Part  A 

Dr..  Caldwell  reviewed  the  current  U.  R.  Committee 
activities  as  they  relate  to  compensation  of  U.  R.  Com- 
mittee members. 

Office  of  Economic  Opportunity 

Discussion  of  the  activities  of  the  OEO  ensued  in 
some  detail  with  particular  emphasis  on  the  health 
aspects  of  the  various  programs. 

Dr.  Caldwell  suggested  that  BC/BS  be  asked  to  invite 
Mr.  Robinson  to  sit  in  on  any  future  negotiations  that 
they  might  have  with  the  OEO  when  such  negotiations 
involve  the  provision  of  medical  services. 

It  was  recommended  that  a letter  be  directed  to  the 
various  county  societies  from  the  President  of  the  Asso- 
ciation to  advise  them  of  the  OEO  health  programs  and 
to  invite  interest  from  the  various  areas. 

Mr.  Robinson  reported  on  the  “Head  Start”  program 
in  Maricopa  County  as  it  relates  to  BC/BS.  He  also 
reported  on  a LEAP  meeting  he  attended  which  was 
explaining  ways  of  providing  health  care  to  those  living 
in  the  “inner  city”  (south  Phoenix). 

Mr.  Robinson  was  directed  to  become  very  familiar 
with  the  statewide  OEO  organizations  and  report  back 
at  future  meetings. 

P.L.  89-238  — Heart  Disease,  Cancer,  Stroke 

Dr.  Neubauer  advised  the  committee  that  he  and  Dr. 
Carl  R.  Bjorklund  have  been  appointed  to  represent  the 
Association  on  the  Regional  Advisory  Committee. 

The  Department  of  Health  is  currently  working  on  the 
grant  application  for  the  committee.  It  was  suggested 
that  Mr.  Robinson  assist  in  this  project.  It  was  also 
suggested  that  Mr.  Robinson  sit  in  on  future  meetings 
of  this  Advisory  Committee  as  an  observer. 

Communications 

Letters  were  received  by  Dr.  Ray  Fife,  President, 


Maricopa  County  Medical  Society,  and  Dr.  Richard  L. 
Dexter,  Program  Chairman  of  St.  Joseph’s  Hospital, 
Tucson,  thanking  the  committee  for  the  excellent  visita- 
tion program  that  it  had  started. 

Other  Business 

Roche  Laboratories  Proposal. 

It  was  moved  and  carried  that  this  committee  rec- 
ommend to  the  Board  of  Directors  that  a letter  be 
written  from  this  Association  to  the  President  of 
Roche  explaining  our  view  on  their  program  of 
providing  drugs  to  Medicare  patients  at  reduced 
rates. 

Fee  Schedule  Survey. 

It  was  moved  and  carried  that  the  Fee  Schedule 
Survey  prepared  by  Dr.  Hayes  Caldwell  be  sent  to 
10%  of  the  Association  members  on  a one-time  basis. 
Said  questionnaire  to  be  accompanied  by  a cover 
letter  from  the  Association  president. 

MEETING  ADJOURNED  1:45  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 


ArMA  LIAISON  COMMITTEE  WITH  THE 
ARIZONA  HOSPITAL  ASSOCIATION 

Meeting  of  the  Liaison  Committee  with  the  Arizona 
Hospital  Association  of  The  Arizona  Medical  Associa- 
tion, Inc.,  held  Sunday,  September  25,  1966,  in  the 
Central  Office  of  ArMA,  Suite  201,  Safari  Building,  4601 
North  Scottsdale  Road,  Scottsdale,  Arizona,  convened  at 
2:00  p.m.,  Melvin  L.  Kent,  M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  President;  Kent,  Melvin  L.,  Chairman; 
Melick,  Dermont  W.;  Price,  Robert  A. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary, ArMA;  Robinson,  Bruce  E.,  Assistant  Executive 
Secretary,  ArMA. 

EXCUSED:  Drs.  Dudley,  Jr.,  Artlmr  V.;  Dysterheft, 
Arnold  H.,  President-Elect;  Lawrence,  Jr.,  Howard  C.; 
Lesemann,  Frederick  J. 

House  Resolution  No.  15 

The  Chairman,  Dr.  Kent,  called  the  meeting  to  order 
for  the  purpose  of  discussing  the  provisions  of  House 
Resolution  No.  15,  adopted,  as  amended,  April  30,  1966, 
the  Arizona  Medical  Association  being  recorded  as  voting 
to  importune  and  request  the  responsible  hospital  offi- 
cials to  provide  adequate  representation  by  physicians, 
such  as  the  chief  of  staff  and/or  physicians  duly  elected 
by  the  medical  staff,  on  the  board  of  directors  of  each 
hospital.  A committee  was  appointed  from  the  member- 
ship of  ArMA  to  meet  with  a similar  committee  of  the 
Arizona  Hospital  Association  for  discussion  and  imple- 
mentation of  the  Resolution.  The  membership  of  the 
latter  committee  has  been  reported  to  include  the  fol- 
lowing: Frank  J.  Dunning,  First  Vice  President  — AHA, 
Administrator  — Camelback  Hospital,  Phoenix;  Arnold 
H.  Dysterheft,  M.D.,  Past  President  — AHA,  McNary 
(Ex  Officio);  Donald  J.  Hinnen,  Executive  Director  & 
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Secretary  — AHA,  Phoenix;  Charles  Kannard,  President  — 
AHA,  Administrative  Officer  — USPHS  Indian  Hospital, 
Phoenix;  Joseph  Preknp,  President-Elect  — AHA,  Admin- 
istrator — St.  Luke’s  Hospital,  Phoenix;  and  Don  Zuer- 
cher.  Second  Vice  President  — AHA,  Administrator  — 
Northwest  Hospital,  Glendale. 

Dr.  Kent  expressed  the  belief  in  the  purpose  of  the 
Committee  and  the  objective  intended  to  be  accom- 
plished. He  feels  that  Doctors  of  Medicine  have  a 
legitimate  right  to  be  on  Hospital  Boards,  stating  that 
there  are  hundreds  of  hospitals  where  physicians  are 
serving  on  such  boards  and  there  are  those  in  the  minori- 
ty, of  course,  that  have  no  such  representation.  Physicians 
should  be  appointed  in  a minority  capacity  in  order  that 
their  views  may  be  heard. 

Dr.  Dysterheft,  regrettably  absent,  urged  the  Com- 
mittee to  give  serious  thought  to  the  necessity  of  develop- 
ing an  agenda  before  meeting  with  the  Hospital  Liaison 
Committee,  rather  well  organized  from  the  professional 
viewpoint,  and  circulated  among  the  membership  of  the 
hospital  committee  in  advance  of  the  calling  of  a joint 
meeting.  This  will  afford  each  group  to  give  serious 
thought  to  the  subject  or  subjects  to  be  discussed,  and 
then  each  would  come  prepared  therefor.  This  will 
result  in  a more  satisfactory  meeting  and  avoid  the 
errors  of  the  past  when,  in  his  opinion  and  observation, 
medical  committees  have  appeared  before  the  hospital 
group  not  too  well  prepared,  resulting  in  stalemate. 

Lengthy  discussion  ensued  as  to  die  pros  and  cons 
of  physician  membership  on  hospital  boards  with  or 
without  the  right  to  vote.  It  is  the  opinion  that  members 
of  hospital  boards  generally  do  not  know  of  the  interest 
of  doctors  and  their  insistence  upon  becoming  members 
of  their  bodies. 

It  was  determined  to  call  a joint  meeting  of  the 
respective  Liaison  Committees  to  be  held  at  2:00  p.m., 
Saturday,  November  5,  1966,  at  the  Safari  Hotel,  Scotts- 
dale, Arizona.  To  this  meeting  there  shall  be  invited 
Board  of  Trustees’  Presidents  of  Arizona  Hospitals,  urg- 
ing attendance  and  suggesting,  in  the  event  of  inability 
of  a President  to  be  present,  that  he  designate  another 
Board  member  as  his  representative. 

The  following  suggested  agenda  was  adopted: 

1.  Welcome  and  Opening  Remarks  — by  the  Chair- 
man, Dr.  Kent. 

2.  Expression  of  appreciation  in  behalf  of  the  members 
of  this  Association,  our  Patients  and  the  Community 
for  services  contributed  by  the  members  of  the 
hospitals  Boards  of  Trustees,  and  the  desire  of  the 
Association  to  offer  even  more  help  to  assist  them 
in  their  work  — by  the  President,  Dr.  Jarrett. 

3.  Presentation  of  Resolution  No.  15;  comments  with 
regard  to  intent  and  purpose  of  the  House  in  its 
adoption;  and  appointment  of  the  Liaison  Com- 
mittee to  represent  the  Association  in  its  imple- 
mentation — by  Dr.  Price. 

4.  Presentation  of  request  of  the  Association  that  a 
bona  fide  member  of  the  medical  staff  be  elected 


to  voting  membership  of  each  hospital  Board  of 
Trustees  to  assist  it  in  serving  the  public  and  the 
hospital  in  assuming  its  legal  liabilities;  and  ex- 
ploring the  corporate  structure  to  achieve  the 
objective  — by  Dr.  Melick. 

AM  A House  Resolution  No.  14 

Dr.  Melick  reviewed  the  action  of  the  Reference 
Committee  on  Insurance  and  Medical  Services  and  that 
of  the  AMA  House  of  Delegates  during  its  annual  meet- 
ing in  Chicago,  June  last,  pertaining  to  Resolution  No. 
14,  introduced  by  the  Arizona  Delegation,  pertaining  to 
physician  members  on  Boards  of  Directors  of  hospitals. 
Pertinent  statements  in  the  “Standards”  and  the  “Bulle- 
tins of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals” were  also  noted.  The  AMA  House  adopted  the 
following  substitute  resolves: 

“Resolved,  that  it  be  the  policy  of  the  AMA:  that 
hospital  governing  boards  be  lu-ged  to  in- 
clude physicians  in  their  membership;  that, 
also  other  appropriate  representatives  of 
hospital  medical  staffs  should  attend  and 
participate  in  the  meetings  of  hospital 
governing  boards,  but  that  the  mode  of 
this  participation  be  a matter  for  local 
determination;  and  be  it  further 
“Resolved,  that  state  and  local  medical  societies  be 
urged  to  seek  the  cooperation  of  their 
respective  hospital  associations  to  imple- 
ment this  policy.” 

MEETING  ADJOURNED  AT  4:25  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Meeting  of  the  Benevolent  and  Loan  Fund  Committee, 
of  The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
October  2,  1966,  in  the  Central  Office  of  the  Associa- 
tion, Suite  201,  Safari  Building,  4601  North  Scottsdale 
Road,  Scottsdale,  Arizona,  convened  at  10:05  A.M., 
Daniel  T.  Cloud,  M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Buffmire,  Donald  K.;  Cloud,  Daniel 
T.,  Chairman;  Dysterheft,  Arnold  H.,  President-Elect; 
Henderson,  Charles  E.,  Secretary;  Jarrett,  Paul  B.,  Presi- 
dent; Neubauer,  Darwin  W. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretar\'. 

GUEST:  Mr.  Mislicky,  Roman  G.,  Assistant  Vice 
President,  Manager  — Professional  Services  Division, 
Valley  National  Bank. 

EXCUSED:  Drs.  Landeen,  Fred  H.,  Treasurer;  Och- 
sner,  Albert  J. 

Minutes 

Approved  minutes  of  the  meeting  of  the  Bene\  olent 
and  Loan  Fund  Committee  held  Eebnuuy  6,  1966,  as 
printed  and  circulated  among  the  members. 
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Financial  Report 

VNB  Trust  Account  No.  120-03068  reflects  a cash 
balance  as  of  August  31,  1966,  of  $27,217.32.  Outstand- 
ing loan  balance  as  of  August  31,  1966,  of  $10,710.16. 

VNB  Trust  Account  No.  170-04714  reflects  a cash 
balance  as  of  September  15,  1966,  of  $8,957.08.  On  the 
basis  of  the  VNB  conversion  factor  of  12.5,  amount  avail- 
able for  loans:  $111,963.50.  Loans  authorized  to  Sep- 
tember 15,  1966:  current  amount  outstanding  — $95,- 
414.85;  amount  authorized  but  not  discharged:  $7,450.00; 
total  commitment:  $102,864.85.  Maximum  available  to 
loan  as  of  September  15,  1966:  $9,098.65. 

On  the  basis  of  authorization  of  the  Board  of  Directors, 
November  24,  1963,  “that  the  total  amount  of  the  then 
outstanding  student  loans  to  which  the  Association’s 
guarantee  would  apply,  would  at  no  time  exceed  sixty- 
five  percent  (65%)  of  the  then  total  budget,”  and  sub- 
sequent action  of  said  Board,  February  20,  1966:  “that 
the  loan  limitation  be  now  placed  by  the  Board  to  be 
equal  to  the  amount  of  sixty-five  percent  (65%)  of  the 
annual  budget,  plus  an  amount  as  determined  by  current 
accounting  sufficient  to  cover  the  transfer  of  loans  from 
the  old  Trust  to  the  new  Trust,”  the  budget  for  1966 
being  $196,160.00,  such  maximum  authorization,  as  of 
1966,  would  be  $127,504.00.  To  this  amount  shall  be 
added  $21,978.80  representing  transfer  of  loans  from 
VNB  Trust  No.  120-03068,  resulting  in  a maximum 
authorized  for  loan  pmrposes  of  $149,482.80.  Taking  into 
account  the  sum  of  $102,864.85  representing  loans  auth- 
orized to  September  15,  1966,  a total  sum  of  $46,617.95 
represents  the  maximum  authorized  to  loan  as  of  Sep- 
tember 15,  1966.  This  latter  sum  is,  of  course,  subject  to 
available  fimds.  It  was  pointed  out  that  on  authority  of 
the  Executive  Committee  of  the  Board  of  Directors,  a 
sum  of  $1,000.00  was  transferred  from  the  Scholarship 
Fund  to  VNB  Trust  No.  170-04714,  September  16,  1966. 
For  the  record,  the  following  loans  were  transferred 
from  VNB  Trust  No.  120-03068  to  No.  170-04714: 


Name 

Date 

Belsher,  Leslie  J. 

2/11/66 

DeLeeuw,  Neil  A. 

2/11/66 

Frazer,  Charles  A. 

3/24/66 

Lawson,  Jr.,  Wm.  A. 

4/  1/66 

Rich,  J.  Ronald 

8/23/66 

Schooler,  Richard  A. 

2/  9/66 

Funds  available  for  Scholarship  grants,  as  of  Septem- 
ber 15,  1966,  total  $10,129.40.  Sueh  authorized  grants 
are  limited  to  $500.00  per  student  applicant. 

Benevolence  Account 

For  the  record,  the  loan  of  $900.00  granted  Delbert 
W.  Hess,  M.D.  (Deceased),  and  Josephine  T.  Hess  (his 
wife),  dated  August  11,  1965,  was  repaid  April  6,  1966, 
with  interest  totaling  $935.85. 

Authorized  Loan  Adjustments 

Authorized  cancellation  of  the  following  unused  por- 
tions of  loans  previously  granted,  for  accounting  purposes: 
HERRERA,  Maria  D.  — loan  granted  in  the  sum  of 
$400.00  under  date  of  September  24,  1965.  Trans- 
action not  consummated. 

STEWART,  James  N.  — loan  granted  in  the  sum  of 
$800.00  under  date  of  September  9,  1965.  Trans- 
action not  consummated. 


Medical  Student  Loan  Obligation  Projection 

At  the  request  and  for  the  benefit  of  the  members, 
the  following  medical  student  loan  obhgation  projection 
as  of  September  15,  1966,  was  presented: 


FOUR-YEAR  MAXIMUM 

To  ensure  a $1,500.00  loan  for  each  year  until 
graduation  from  medical  school: 

Funds  required $75,000.00 

Increase  in  Reserve  required  ....  $66,201.35 
FIVE-YEAR  MAXIMUM 

To  ensure  a $1,500.00  loan  for  each  year  until 
completion  of  internship: 

Funds  required $123,000.00 

Increase  in  Reserve  required  . . . .$114,201.35 
SEVEN-YEAR  MAXIMUM 

To  ensure  a $1,500.00  loan  for  each  year  rmtil 
completion  of  two  years  of  residency: 

Funds  required $243,(XK).00 

Increase  in  Reserve  required  ....  $2'34,201.35 


NOTE:  It  should  be  pointed  out  that  a deposit  of 
$3,705.44  at  this  time  wiU  yield  $46,318. (X) 
in  new  loanable  funds,  which  is  the  maximum 
possible  under  ArMA  65%  limitation  imtil 
significant  repayments  develop. 

Medical  School  Loans  and  Scholarships 

By  letter  dated  September  20,  1966,  the  Chairman, 
Dr.  Cloud,  communicated  with  each  member  pointing 
out  that  possibly  the  most  important  matter  to  be  dis- 
cussed at  this  meeting  will  be  the  financial  situation  of 
the  medical  student  loan  and  scholarship  programs.  Each 
was  requested  to  give  serious  thought  thereto  and  come 
prepared  for  discussion.  The  Committee  gave  serious  and 
lengthy  consideration  to  each  of  these  programs.  In  the 
absence  of  Dr.  Landeen,  his  letter  of  September  29,  1966, 
setting  forth  his  views  was  presented  and  read. 

It  was  moved  by  Dr.  Neubauer,  seconded  by  Dr. 
Buffmire,  and  unanimously  carried  that  it  be  the  rec- 
ommendation of  this  Committee  to  the  Board  of  Direc- 
tors that  guaranteed  medical  student  loans  be  extended 
to  quahfied  appHcants  for  a maximum  period  of  four 
(4)  years,  Hmited  to  the  time  they  are  in  medical  school; 
and  that  the  Board  of  Directors  be  requested  to  increase 
the  loan  limitation  previously  fixed  by  it  to  seventy-five 
percent  (75%)  of  the  annual  operating  budget;  and  that 
the  Board  of  Directors  be  further  requested  to  make 
available  (each  year)  to  the  medical  student  loan  guar- 
antee fund  any  funds  remaining  in  the  scholarship  fund, 
after  awards,  such  funds  to  be  made  available  for 
secondary  medical  student  loans. 

VNB  Interest  Rate  Increase 

The  Valley  National  Bank,  Phoenix,  Arizona  (Trustee 
— Account  No.  170-04714),  by  letter  dated  September 
15,  1966,  in  accordance  with  Loan  Guarantee  Plan 
Agreement  dated  February  9,  1964,  called  attention  to 
a drastic  change  in  the  money  market  in  relation  to  both 
the  discount  and  prime  rate  now  being  charged.  It  was 
pointed  out  that  unfortunately,  under  the  circmnstances. 
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it  is  necessary  to  increase  the  interest  rate  to  be  charged 
borrowers  under  the  terms  of  our  agreement  from  6%  to 
6%%  per  armum.  Such  increase  is  to  be  effective  as  of 
October  3,  1966. 

It  was  determined  to  refer  the  matter  to  the  Board  of 
Directors  for  its  consideration. 


Medical  Student  Loan  Repayments 

The  following  medical  student  loans  were  paid  in  full 
with  interest  during  the  period  February  6,  1966,  to  date: 
Name  Date  of  Loan 

Comer,  Paul  B.  9/1/60 

Comer,  Paul  B.  10/5/61 

Mauk,  III,  Sid  2/7/61 

Gibbs,  Eugene  C.  2/2/65 

It  was  previously  reported  that  the  medical  student 
loan  in  the  sum  of  $1,400.00  granted  Robert  Stephen 
Yoimg,  March  1,  1965,  was  in  default,  Mr.  Young  having 
left  the  University  of  Colorado  School  of  Medicine  prior 
to  the  completion  of  his  first  year.  He  is  now  a student 
at  the  University  of  Arizona  pursuing  a course  in  psychol- 
ogy. Mr.  Mislicky  reported  that  arrangements  have  been 
made  for  repayment. 


Medical  Student  Loan  Applications 
For  Review 

Following  review  of  applications,  the  following  med- 
ieal  student  loans  were  granted:  (a)  Kelly  Kaesler  (Sopho- 
more), University  of  Tennessee  — $1,400.00;  (b)  James  J. 
Murphey,  III  (Sophomore),  UCLA  — $900.00,  pending 
favorable  completion  of  investigation;  (c)  Larry  E.  Rork 
(Freshman),  University  of  Colorado  — $1,500.00,  pend- 
ing enrollment  certification;  (d)  John  Nicholas  Udall,  Jr. 
(Sophomore),  Temple  University  — $1,500.00,  pending 
favorable  completion  of  investigation;  (e)  David  F.  Mob- 
ley (Sophomore),  University  of  Tennessee  — $1,500.00. 

Scholarship  Applications  For  Review 

Following  review  of  applications,  the  following  schol- 
arships ($500.00  each)  were  awarded:  (a)  Roy  W.  Buter- 
baugh  (Tempe),  graduate  of  ASU,  to  attend  the  Univer- 
sity of  Colorado;  (b)  J.  William  Fitz  (Tucson),  graduate 
of  U of  A,  to  attend  the  University  of  New  Mexieo;  (c) 
Timothy  J.  Hurley  (Tucson),  graduate  of  U of  A,  to 
attend  the  University  of  California  (San  Francisco);  (d) 
Robert  Lawrence  (Tucson),  graduate  of  U of  A,  to  attend 
the  University  of  New  Mexico;  (e)  Hollis  Phillips  (Doug- 
las), graduate  of  U of  A,  to  attend  Baylor  University; 
(f)  Cyril  James  Statt  (Phoenix),  graduate  of  Boston  Col- 
lege, to  attend  New  York  State  University;  and  (g)  Dave 
Leroy  Stevig  (Phoenix),  graduate  of  the  University  of 
Southern  Cahfomia,  to  attend  Northwestern  University. 


Medical  Student  Loan  Fund  Contributions 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  it  publicize  amongst  the  various  potential  sources 
of  contributors,  the  medical  student  loan  fund  program 
to  make  them  acquainted  with  the  existenee  of  such 
program  and  encourage  contributions  if  they  so  desire. 
MEETING  ADJOURNED  AT  1:00  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


II 

I 

When  the  diarrhea  sufferer  has  run  the  gamut  o| 
home  remedies  without  success,  pleasant-tastin^f 
CREMOMYCIN  can  answer  the  call  for  help.  It  can  be| 
counted  on  to  consolidate  fluid  stools,  soothe  intesj 
tinal  inflammation,  inhibit  enteric  pathogens,  anc[ 
detoxify  putrefactive  materials  — usually  within  cli 
few  hours.  [ 

CREMOMYCIN  combines  the  bacteriostatic  agents? 
succinylsulfathiazole  and  neomycin,  with  the  ad- 
sorbent  and  protective  demulcents,  kaolin  and  pec- 
tin, for  comprehensive  control  of  diarrhea.  fj 


INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction,  ex 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensitivit\ 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premature 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patients  witf 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyscra 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias  re 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  counts 
hepatic  and  renal  function  tests  during  intermittent  or  chronic 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  then 
is  history  of  significant  allergies  and/or  asthma.  Continued  uscl 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Watch  fo| 


yourl^for 
Cremomycin 
can  provide  relief 


rhere  today’s  theory  is  tomorrow’s  therapy 


irare-like  neuromuscular  block  during  anesthesia  if  neomycin 
used  preoperatively  in  large  doses  when  renal  function  is 
lor;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
ner possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
gh  dosage. 

DE  EFFECTS:  As  With  all  sulfonamides:  Headache,  malaise,  an- 
exia,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
luropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
itechiae,  purpura,  hematuria,  and  crystalluria  have  been  noted, 
iduced  fecal  output  of  thiamine  and  decreased  synthesis  of 
:amin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

;fore  prescribing  or  administering,  read  package  circular  with 
oduct  or  available  on  request. 


romptly  relieves  diarrheal  distress 

Hremomycin 

lNTIDIARRHEAL 


* 


mpositlon:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
quivalent  to  210  mg.  of  neomycin  base),  succinylsuifathiazole 
3 Gm.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


^MERCK  SHARP  &D0HME 


Division  of  Merck  & Co..  Inc.,  West  Point.  Pa 


In  acute  bursitis, 
what  happens  when  you  add 
Butazoiidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions: 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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The  response  in  most  cases 
is  dramatic...” 

Lowell, J.B.: New  EnglandJ.Med.269: 798,1963. 


When  Lowell  added  phenylbutazone  to 
his  usual  immobilization  and  rest  meas- 
ures for  the  treatment  of  acute  shoulder 
bursitis,  he  found  “The  response  is  dra- 
matic and  occurs  within  forty-eight  to  sev- 


enty-two hours,  and  occasionally  as  early 
as  twenty-four  hours.  There  is  rapid  loss: 
of  pain  and  concomitant  increase  jn  avail- 
able motion”. 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage;  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-4513 

Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolldin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gel,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


Glucola 

8MS0 

PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose-'  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  ^ tsbcrzis-. 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 


Available  through  your  regular  supplier: 

cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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this  part  for 
diarrhea 

Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcent  effect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


Hyoscyamme  Sulfate  „ 

Atropine  Sulfate  u l037  mg. 

Hyoscine  Hydrobromide 
Sodium  Benzoate  (Preservative) 

Alcohol  3.8  per  cent  ° 

FOR  RELIEF  OF  SIMPLE  DIARRHEA 


SHAKE  WELL 


this  part  for 
its  discomforts 


Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
sider the  belladonna  components 
of  Donnagel®  to  be  medicine's 
most  effective  depressants  of  in- 
testinal motility.''^  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action.’’^ 


Donnagel^  treats  the  whole  diarrhea  problem. 


Available  In  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin,  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J. : Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  8:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gastro- 
ent.,  8/:438,  1959. 
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A,  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 


CLEAR  f HE  TRACr  WIT 


coughing  ahead . . . 

Clear  the  Respiratory  Tract  with  Robllussin. 


iuch  more  than  just  a slogan,  ''clear  the  tract"  reflects  the  dependable 
ititussive-expectorant  action  of  the  three  Robitussin  formulations. 

11  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
lat  greatly  enhances  the  output  of  lower  respiratory  tract  fluid, 
icreased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
lucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
lucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
Dn-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


5W! 

mEE 

3BITUSSIN 

)RMULATIONS 


EXPECTORANT 

3EMULCENT 


COUGH  SUPPRESSANT 


ANTIHISTAMINE 


LONG-ACTING 

(6-8  hours) 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful; 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 

in  each  5 cc.  teaspoonful; 

Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

10.0  mg. 

(warning;  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN® -DM 

new,  non-nnrcotic 

in  each  5 cc.  teaspoonful; 

Glyceryl  guaiacolate 

100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


UR  PHOTO; 

tgine  No.  89  of  the  Monadnock,  Steamtown 
Northern  Railway  pulls  a trainload  of 
earn  enthusiasts  through  the  New  England 
'Untryside  between  Bellows  Falls  and  Chester,  Vermont. 


a-H-OOBINS 


ME  OF  THE  ROBITUSSir  FORMULAS 


but  not 

your 

patient 


For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


.... . fiif  liio|icniKiiic 


Before  prescribing,  the  physician  should  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient’s  welfare.  Side  Effects:  Occasional  cases  of  mild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side 
effects  reported  with  phenothiazine  derivatives,  please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 


Tareyton...with  the  taste  worth  fighting  for 


S.'y 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 
s she  alert,  encouraged, 
)Ositive  and  optimistic 
ibout  getting  completely 
veil  soon? 

Or  has  she  given  in  to 
he  demoralizing  impact 
if  confinement,  disability 
ind  dependency? 

When  functional  fati2ue 
omplicates  convalescence, 
Uertonic  can  help.. . 


I 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonfiil  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B^),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  4521 5 


^Merrell^ 


good  reason 
to  select 


Erythromycin  Estolate 

for  bacterial 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  llosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  llosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  llosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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ORIGINAL  ARTICLES 


Megaloblastic  Anemia  of  Pregnacy 


William  L.  Bunting,  M.D. 


Although  megaloblastic  anemia  in  pregnancy  is  relatively  rare  in  the 
United  States,  it  should  be  considered  in  any  anemic  pregnant  patient 
whose  peripheral  blood  smear  is  not  compatable  with  iron  deficiency.  The 
consequences  of  unrecognized  megaloblastic  anemia  in  pregnancy  can  be 


serious  and  occasionally  fatal. 


LTHOUGH  relatively  eommon  in  Great  Brit- 
ain megaloblastic  anemia  of  pregnancy  is 
rarely  reported  from  the  United  States.  When 
seen  in  this  country  it  is  generally  among  those 
of  poorer  economic  means.  It  is  seen  only  occa- 
sionally later  than  the  third  postpartum  week 
and  is  felt  by  many  to  remit  spontaneously  after 
delivery. 

A patient  is  reported  below  who  defied  the 
above  generalizations.  Because  megaloblastic 
anemia  of  pregnancy  has  received  relatively 
little  attention  in  this  country  the  literature  per- 
taining to  this  subject  is  reviewed.  A potentially 


Phoenix,  Arizona. 


fatal  outcome  makes  his  type  of  anemia  an 
important  diagnostic  consideration. 

CASE  REPORT 

This  21-year-old  white  female  was  first  found 
to  be  anemic  in  May  of  1963,  at  which  time  she 
was  three-and-a-half  months  pregnant.  The  de- 
gree of  anemia  is  unknown,  but  in  July  her 
hemoglobin  and  hematocrit  were  reported  to  be 
10.2  grams  and  30  per  cent  respectively.  She 
was  given  Mol-Iron  and  on  November  13,  1963 
was  delivered  of  a six-pound  male  infant  in  good 
condition.  Estimated  blood  loss  was  200  milli- 
liters and  postpartum  bleeding  was  not  excessive. 
Her  hemoglobin  on  November  15,  however,  was 
8.9  grams  and  hematocrit  25  per  cent.  She  was 
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discharged  on  November  16  on  oral  iron  therapy. 

She  was  re-hospitalized  on  November  25  be- 
eause  of  progressive  weakness  and  a “pelvie 
infection.”  Her  hemoglobin  was  5.0  grams  and 
hematocrit  15  per  cent.  Her  red  cells  were  de- 
scribed as  normochromic  and  normocytic.  She 
was  treated  with  two  units  of  whole  blood  and 
Tetracyeline,  and  discharged  asymptomatic  on 
November  30  on  Mol-Iron  tablets.  Her  hemo- 
globin at  this  time  was  8.0  grams  and  hematocrit 
24  per  eent.  On  December  6 her  hemoglobin 
was  6.5  grams  and  hematocrit  21  per  cent.  On 
December  16  her  hemoglobin  was  6.9  grams. 

She  was  seen  at  another  hospital  on  December 
19,  1963,  at  whieh  time  her  hematoerit  was  19.5 
per  cent.  She  was  treated  with  Ferrous  Sulfate, 
10  grains  daily,  15  megs.  Vitamin  B12  parenteral- 
ly,  multi-vitamins  (whieh  did  not  contain  folic 
acid),  and  Tetracycline  for  a chronic  cystitis 
and  vaginitis. 

On  December  24  she  returned  with  complaints 
of  fatigue  and  postural  lightheadedness.  Her 
hematocrit  was  15  per  cent.  The  Ferrous  Sulfate 
was  increased  to  40  grains  daily. 

She  was  first  seen  by  the  author  on  December 
31,  1963,  seven  weeks  postpartum.  Two  days 
previously  she  had  noted  a red  blur  in  the  left 
eye,  and  the  vision  in  her  right  eye  was  becom- 
ing red.  She  noted  marked  lightheadedness  on 
arising  and  had  been  short  of  breath  sinee  de- 
livery. This  had  grown  steadily  worse. 

Her  diet  had  been  normal  in  all  respects  dur- 
ing most  of  her  pregnaney  and  had  contained 
adequate  amounts  of  meat,  fresh  fruit  and  green 
vegetables.  However,  she  had  eaten  very  little 
the  last  three  weeks  of  gestation  due  to  nausea 
Since  delivery  she  stated  that  she  had  not  eaten 
properly  beeause  she  just  didn’t  feel  well,  and 
this  had  been  accompanied  by  a twenty-five- 
pound  weight  loss.  She  did  not  nurse  her  baby. 

On  physical  examination  she  weighed  118 
pounds  and  was  63/1  inches  tall.  Her  pulse  was 
100  and  her  blood  pressure  and  temperature  were 
normal.  She  was  very  pale  and  could  hardly  sit 
because  of  lightheadedness,  but  did  not  appear 
malnourished.  Her  tongue  was  normal.  Many 
large  hemorrhages  were  seen  in  both  fundi.  The 
region  of  the  left  maeula  was  obliterated  by  a 
hemorrhage.  A systolic  murmur  was  heard  over 
the  base  and  apex  of  the  heart.  The  deep  tendon 
reflexes  were  normal  as  were  vibratory  and 
position  sense.  The  remainder  of  her  physical 


examination  was  within  normal  limits. 

Her  hematocrit  was  14  per  cent.  A white  blood 
count  was  5,500  with  34  per  cent  lymphocytes, 
57  per  cent  neutrophils,  2 per  cent  metamyelo- 
cytes, 1 per  cent  myelocytes,  2 per  cent  progran- 
ulocytes and  4 per  cent  eosinophils.  A platelet 
count  was  88,000.  Examination  of  a peripheral 
blood  smear  showed  anisopoikilocytosis,  regen- 
erative macrocytosis,  increased  polychromasia 
and  basophilic  stippling.  Myeloid  immaturity  to 
a rare  blast  cell  was  noted.  Several  hyperseg- 
mented  neutrophils  with  stranding  were  seen, 

(Figure  1). 

Smears  made  from  a bone  marrow  aspiration, 

(Figure  2)  showed  a markedly  hypercellular 
marrow  with  predominance  of  immature  mega- 
loblasts.  Some  of  these  were  bizarre  and  multi- 
nucleated  forms  were  seen.  Many  mitotic  figures 
were  present.  Myelopoiesis  was  redueed  and 
slightly  left  shifted.  Megakaryoeytes  were  pres- 
ent but  reduced. 


Figure  1.  Peripheral  blood  (X  1,000) 


Megaloblastic  anemia  of  pregnancy  seemed 
unlikely  considering  the  severity  of  her  illness 
seven  weeks  after  delivery.  There  were  so  many 
bizarre  megaloblastie  and  megaloblastoid  forms 
that  it  was  felt  she  most  likely  had  erythroleu- 
kemia.  She  was  hospitalized  and  given  1,500 
milliliters  of  whole  blood  over  the  ne.xt  four  days. 
She  was  also  started  on  80  mg.  of  Prednisone 
daily,  100  mg.  of  Vitamin  B12  daily  intramuscu- 
larly and  15  mg.  of  folic  acid  daily  by  mouth. 
Platelet  counts  were  56,000  and  81,000.  Follow- 
ing the  transfusions  her  hemoglobin  was  11.0 
grams  and  hematocrit  33  per  eent.  Her  white 
cell  and  differential  counts  were  normal.  One 
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normoblast  and  several  hypersegmented  neutro- 
phils were  seen  on  a blood  smear.  The  reticulo- 
c\'te  count  on  admission  was  0.8  per  cent  and 
4.9  per  cent  four  days  after  folic  acid  and  Vita- 
min Bi2  were  started.  A diagne.x  blue  test  was 
positive  for  gastric  acid  secretion.  The  serum 
bilirubin  was  0.3  mgs.  per  cent  direct,  and  1.2 
mgs.  per  cent  indirect. 


Figure  2. 

Bone  Marrow  prior  to  therapy.  (X  400). 


Her  hospital  course  was  uneventful  and  she 
rapidly  became  asymptomatic  with  blood  re- 
placement. She  was  dismissed  on  January  6, 
1964,  six  days  after  admission. 

She  was  seen  again  on  January  8,  at  which 
time  she  felt  well.  Her  examination  was  normal 
except  for  resolving  hemorrhages  in  the  fundi. 
She  had  noted  improved  vision.  White  cell  and 
differential  counts  were  normal.  Her  hematocrit 
has  risen  to  38  per  cent.  A blood  smear  showed 
an  occasional  hypersegmented  neutrophil,  but 
otherwise  was  normal.  With  this  marked  im- 
provement, it  was  apparent  that  she  had  megalo- 
blastic anemia  of  pregnancy,  and  the  Prednisone 
was  rapidly  reduced  and  discontinued.  Fifteen 
mgs.  of  folic  acid  daily  was  continued  and  no 
further  Vitamin  B12  was  given. 

On  January  15,  another  bone  marrow  aspira- 
tion, (Figure  3)  was  done  and  this  was  normal 
in  all  respects.  A Schilling’s  test  showed  16.8 
per  cent  excretion.  The  following  tests  were  also 
within  normal  limits:  Serum  carotene,  xylose 
tolerance,  quantitative  stool  fat,  and  radiologic 
examination  of  the  esophagus,  stomach  and 
small  bowel.  A tube  gastric  analysis  with  hista- 
mine stimulation  was  normal. 

Folic  acid  was  stopped  on  February  3,  1964 
after  one  month  of  15  mgs.  per  day.  Aside  from 


a transient  leukocytosis  her  blood  tests  have 
been  normal  since  that  time.  Her  hematocrit  one 
year  after  delivery  was  38.5  per  cent.  Except  for 
an  episode  of  retrobulbar  neuritis,  responding  to 
Prednisone  therapy,  she  has  remained  clinically 
well. 


Figure  3. 

Bone  Marrow  15  clays  after  initiation  of  therapy.  (X  400). 


DISCUSSION 

Although  seldom  reported  in  the  United 
States,^’  ® megaloblastic  anemia  of  pregnancy  is 
a common  disease  in  Great  Britain.  The  inci- 
dence has  varied  greatly  depending  on  diligence 
of  the  search.^’  ' The  highest  incidence  report- 
ed is  one  in  26.6  deliveries.®  In  1965,  at  St.  Jo- 
seph’s Hospital  in  Phoenix,  Arizona,  there  were 
3,481  deliveries,  but  no  reported  instances  of 
megaloblastic  anemia.  However,  since  no  special 
study  was  made  of  this  problem,  some  mild 
megaloblastic  anemias  may  have  undergone 
spontaneous  remission  after  delivery  and  been 
undetected. 

Pregnant  patients  with  megaloblastic  anemia 
have  been  found  to  be  older  than  the  average 
obstetric  patient.^’  ’’’  * Thompson  and  Ungley"' 

reported  an  average  age  of  31  years  in  a group 
of  45  patients.  There  has  usually  been  an  in- 
creased incidence  with  increasing  parity.'’ 

Most  authors  have  also  noted  an  increased  mun- 
ber  of  multiple  births  among  patients  with  meg- 
aloblastic anemia."  ' ® Although  usually  referred 
to  as  megaloblastic  anemia  of  pregnancy,  it  has 
been  found  as  often,  frequently  more  often,  in 
the  puerperium.'''’  ''  “•  The  patient  report- 
ed here,  however,  was  unusual  in  that  she  con- 
tinued to  have  severe  megaloblastic  anemia  s('\  en 
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weeks  after  delivery.  Badenoch,  et  al,“  report 
two  patients  seen  six  weeks  postpartum;  Giles, 
et  al,^  in  their  study  of  90  patients  report  only 
one  patient  seen  six  weeks  after  deliveiy,  and 
Forshaw®  reports  one  patient  seen  seven  months 
after  confinement. 

Once  megaloblastic  anemia  of  pregnancy  has 
occurred,  the  risk  in  future  pregnancies  seems 
to  be  increased.  CallendeF^  reports  two  proven 
recurrences  in  25  cases,  and  Ainley"*  reported 
that  eight  of  116  patients  with  the  disease,  also 
had  megaloblastic  anemia  during  previous  or 
subsequent  pregnancies.  The  patients  seen  in 
this  country  have  generally  been  of  a poorer 
economic  level. 

The  retinal  hemorrhages  seen  in  the  patient 
reported  here  were  quite  striking  and  severe 
enough  to  interfere  with  her  vision.  This  compli- 
cation is  frequent  in  any  severe  anemia  and 
Thompson  and  Ungley'”  found  retinal  hemorr- 
hages to  be  present  in  13  of  their  37  patients 
with  megaloblastic  anemia  of  pregnancy. 

Peripheral  blood  findings  in  megaloblastic 
anemia  of  pregnancy  have  differed  from  perni- 
cious anemia  in  that  macroeytosis  has  often  been 
reported  to  be  absent,^'^’  as  it  was  in 

this  patient.  Ainley^  reported  macroeytosis  in  90 
of  his  116  cases,  while  Forshaw^  felt  that  a pre- 
dominance of  macrocytes  was  usual.  Scott^® 
found  a group  of  patients  who  had  a normocytic 
or  microcytic  anemia,  but  developed  macrocy- 
tosis  after  iron  was  given,  suggesting  that  failure 
in  some  to  develop  macroeytosis  is  due  to  iron 
deficiency.  The  majority  who  have  studied  this 
problem  agree  that  a marrow  aspiration  is  usual- 
ly required  for  diagnosis,'*’  ” but  in  some 
cases  examination  of  the  peripheral  blood  smear 
or  buffy  coat  for  megaloblasts  has  sufficed.** 
Classical  megaloblasts  may  not  be  essential  to 
the  diagnosis.  Lowenstein  et  aP  reported  classical 
megaloblasts  in  only  half  of  his  patients  with  red 
cell  counts  under  3,500,000  and  none  of  the  four 
patients  with  counts  above  this  figure.  They 
reported  intermediate  megaloblasts  in  all  cases. 
Dawson**  has  apparently  gone  a step  further  and 
made  the  diagnosis  in  some  patients  with  normo- 
blastic marrows  but  with  giant  metamyelocytes 
and  a number  of  Howell-Jolly  bodies.  Hibbard^® 
describes  a group  of  patients  with  normoblastic 
marrows  but  excessive  FIGLU  excretion  who 
had  both  a hematologic  response  and  conversion 
to  normal  FIGLU  excretion  when  treated  with 


folic  acid.  It  is  his  opinion  that  excessive  FIGLU 
excretion  anticipated  abnormal  erythropoiesis. 
Others^*  have  found  FIGLU  excretion  to  be 
within  normal  limits  when  the  marrow  was 
frankly  megaloblastic.  Megaloblastic  changes 
were  found  to  be  absent  in  200  normal  pregnant 
or  puerperal  women.*® 

The  incidence  of  achlorhydria  in  pregnant 
women  with  megaloblastic  anemia  is  usually 
low,**  but  in  some  studies  has  been  higher  than 
would  be  expected  in  this  age  group.*  The  patient 
presented  here  had  free  acid  production,  as 
judged  both  by  the  diagnex  blue  and  aspiration 
methods.  As  would  be  expected  in  this  disease, 
absorption  of  Vitamin  B12  has  been  normal,**  as 
it  was  in  this  patient. 

Almost  all  patients  with  megaloblastic  anemia 
of  pregnancy  have  had  satisfactory  response  to 
folic  acid  therapy.*’  **’  *’  *®  Other  patients 

have  responded  to  unrefined  liver  and  yeast,*® 
and  it  is  probable  that  this  is  due  to  the  folic 
acid  present  in  these  materials.  Refined  liver 
extract  has  not  been  successful.*®  Response  to 
Vitamin  B12  has  been  more  erratic  but  in  general 
unsatisfactory.**’  *’  ®’  *®  Where  response  has  oc- 
curred with  Vitamin  B12  therapy,  the  dose  has 
usually  been  much  larger  than  that  used  in  the 
treatment  of  pernicious  anemia. 

Reticulocyte  responses  following  folic  acid 
therapy  have  usually  been  maximal  on  the  fourth 
to  fifth  day  and  in  the  range  of  10  to  20  per  cent. 
The  patient  reported  here  had  a reticulocyte 
count  of  4.9  per  cent  four  days  after  Vitamin  B12 
and  folic  acid  were  started.  She  had  received 
1,000  milliliters  of  blood  prior  to  this  and  it  is 
probable  that  this  delayed  and  suppressed  the 
reticulocyte  count.* 

The  dose  of  folic  acid  necessary  to  produce 
a response  is  much  smaller  than  ordinarily  used. 
Herbert®*  states  that  0.1  mg.  of  folic  acid  daily, 
either  orally  or  parenterally,  will  produce  an 
excellent  hematologic  response.  It  would  have 
been  preferable  in  the  present  case  to  have 
used  such  a physiologic  dose  following  a unit  of 
packed  red  cells  to  relieve  the  serious  symptoms 
of  anemia.  The  subsequent  response  would  have 
eliminated  the  diagnostic  consideration  of  ery- 
throleukemia  and  indicated  the  correct  diag- 
nosis. Herbert®*  discusses  the  rationale  and  steps 
of  such  a “therapeutic  trial.” 

It  is  worth  noting  that  transfusion  therapy 
without  folic  acid  has  not  helped  these  pa- 
tients.*® The  patient  herein  reported,  received 
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two  units  of  blood  two  weeks  following  delivery. 
Although  her  hematocrit  rose  from  15  to  24  per 
cent,  17  days  later  it  had  fallen  to  21  per  cent 
and  continued  to  fall  thereafter. 

Despite  the  large  amount  of  investigation  done 
on  this  problem  in  Great  Britain,  the  etiology  of 
megaloblastic  anemia  of  pregnancy  has  not  been 
settled.  Most  investigators  feel  that  there  are 
multiple  etiologies.”’  ” A poor  diet  with  lack 
of  adequate  protein  and  folic  acid  seems  to  be 
the  cause  in  some  patients.”’  Herbert”® 

has  pointed  out  that  tissue  stores  of  folate  be- 
come depleted  in  one  month’s  time,  whereas 
Vitamin  B12  stores  may  not  be  depleted  for  sev- 
eral years.  However,  this  anemia  has  developed 
frequently  when  the  diet  was  full  and  ade- 
quate,^’ ®’  ®’  ’’’  ” and  Girdwood“  points  out  that 
many  patients  with  a poor  diet,  vomiting  or 
diarrhea  throughout  pregnancy,  do  not  develop 
anemia.  The  patient  reported  here,  although  in- 
telligent and  of  ample  economic  means,  was 
unable  to  eat  properly,  due  to  nausea  and  vom- 
iting during  her  last  three  weeks  of  gestation  and 
on  into  the  puerperium,  the  period  when  mega- 
loblastie  anemia  is  most  likely  to  develop.  It  is 
tempting  to  speculate  that  her  gastrointestinal 
symptoms  caused  her  anemia  by  interfering  with 
the  intake  of  folic  acid. 

Another  theory  proposed  has  been  folic  acid 
deficiency  in  the  mother  due  to  increased  fetal 
demand.  Ghanarin,  et  al,”  found  folic  acid  clear- 
ance to  be  increased  in  normal  pregnancy,  even 
more  rapid  in  twin  pregnancies,  but  strikingly 
increased  in  pregnant  patients  with  megalo- 
blastic anemia. 

Malabsorption  has  been  considered  the  eti- 
ology in  some  patients.  Ghanarin,  et  al,”  also 
studied  absorption  of  folic  acid  in  megaloblastic 
anemia  of  pregnancy  and  found  it  to  be  sig- 
nificantly decreased.  In  two  patients  rechecked 
three  months  after  delivery,  folic  acid  absorption 
had  returned  to  normal.  Giles  and  ShuttlewortlV 
reported  four  patients  who  showed  evidence  of 
decreased  fat  absorption.  Davidson^®  reported  a 
patient  with  megaloblastic  anemia  of  pregnancy 
responding  to  liver  therapy.  She  was  readmitted 
25  months  later  with  a recurrent  megaloblastic 
anemia  due  to  idiopathic  steatorrhea,  which  re- 
sponded to  folic  acid.  The  patient  reported  in 
this  paper  showed  no  evidence  of  malabsorption 
in  any  of  the  test  performed.  Girdwood^®  studied 
folic  acid  absorption  in  18  patients  with  megalo- 


blastic anemia  of  pregnancy  and  found  it  to  be 
adequate  in  all.  All  18  responded  to  folic  acid. 
He  felt,  as  have  others,^’  that  there  may  be 
some  interference  with  folic  acid  metabolism. 
Whatever  the  etiology,  diet,  increased  fetal  de- 
mand, malabsorption  or  decreased  utilization,  it 
is  obvious  that  it  is  closely  related  to  folic  acid. 
It  has  been  suggested  that  the  low  incidence 
in  the  United  States  is  due  to  an  increased  con- 
sumption of  folic  acid."^  In  suj)port  of  this,  Low- 
enstein  et  aP  in  Montreal,  found  18  patients  with 
megaloblastic  anemia  of  pregnancy  from  1949 
through  1952.  Following  dietary  education  and 
polyvitamin  supplements  containing  B12  and  folic 
acid,  no  cases  were  seen  from  1953  through  1955. 
Dawson,  et  al,^*  were  able  to  prevent  most  mega- 
loblastic anemias  of  pregnancy  by  giving  small 
doses  of  folic  acid  routinely. 

Several  authors  have  commented  on  the  tend- 
ency of  megaloblastic  anemia  of  pregnancy  to 
remit  spontaneously  following  delivery.”’  ”’ 
However,  as  illustrated  by  the  patient  reported 
in  this  article,  not  all  women  with  megaloblastic 
anemia  of  pregnancy  remit  spontaneously.  It  can 
be  argued  that  this  patient’s  failure  to  respond 
after  delivery  was  due  to  anorexia  resulting  in 
decreased  folic  acid  intake,  but  in  other  patients 
anorexia,  nausea  and  vomiting  have  often  started 
after  the  anemia  has  been  well  established.^’ 
Forshaw  found  that  rather  than  remitting  some 
of  their  cases  deteriorated  rapidly  in  the  puer- 
perium. Shapiro  et  aP"  found  this  disease  fre- 
quently in  the  puerperium  in  Bantus  and  sug- 
gested that  prolonged  lactation  may  precipitate 
megaloblastic  anemia.  The  patient  reported  here 
did  not  breast  feed  her  baby. 

It  has  been  estimated  that  prior  to  folic  acid 
therapy  a 50  to  75  per  cent  mortality  existed  in 
women  with  this  disease.^®  The  patient  presented 
here  was  in  serious  condition  when  first  seen. 
It  is,  therefore,  advisable  to  consider  megaloblas- 
tic anemia  in  any  pregnant  woman  in  whom  the 
peripheral  blood  findings  are  not  characteristic 
of  iron  deficiency.  This  is  especially  true  in  the 
last  trimester  or  puerperium.  The  routine  use  of 
pharmacologic  doses  of  folic  acid  is  condemned 
by  most  hematologists  because  of  the  possibilih’ 
of  precipitating  spinal  cord  disease  in  the  rare 
patient  in  this  age  group  with  pernicious  anemia. 
This  risk  is  not  present,  howe\er,  with  the  use 
of  the  physiologic  doses  during  a therapeutic 
trial  as  suggested  by  Herbert.”' 
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SUMMARY 

A patient  with  megaloblastic  anemia  of  preg- 
nancy is  presented  and  the  literature  reviewed. 
This  disease  is  less  frequent  in  the  United  States 
than  in  Great  Britain.  It  occurs  more  often  in 
older  patients,  in  multiparae  and  in  multiple 
pregnancies.  The  majority  of  cases  appear  in 
late  pregnancy  or  early  peurperium.  Peripheral 
blood  findings  as  seen  in  pernicious  anemia  are 
sometimes  absent,  and  a bone  marrow  examina- 
tion is  often  required  to  make  the  diagnosis. 
Dietary  deficiencies,  malabsorption,  increased 
fetal  utilization  and  interference  with  the  metab- 
olism of  folic  acid  have  been  proposed  as  eti- 
ologies. With  very  rare  exceptions,  all  patients 
respond  to  oral  folic  acid  therapy.  Following 
delivery,  spontaneous  remissions  sometimes  oc- 
cur, but  exceptions  are  common  and  some  j)a- 
tients  become  worse.  Because  of  the  potentially 
serious  nature  of  this  disease  without  folic  acid 
therapy,  megaloblastic  anemia  should  be  con- 
sidered in  all  pregnant  women  whose  peripheral 
smear  is  not  compatible  with  iron  deficiency. 
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FDA  — Now  Hear  This! 

We  do  not  ask  for  the  repeal  of  (drug)  supervision  and  control.  Rather  we 
ask  that  the  supervision  and  control  be  persistent.  It  seems  incongruent  that  on 
the  one  hand,  a man  may  purchase  a suicide  weapon  for  35c  over  the  counter 
of  a drug  store,  while  on  the  other  hand  producers  of  ethical  pharmaceuticals 
must  remove  their  products  from  the  market  because  of  an  alleged  infraction 
of  the  safety  rules.  Consistency  and  graciousness  are  needed  here  — I trust  it 
will  be  forthcoming  from  the  FDA.  — George  J.  Lytton,  MD,  in  Greater  Kansas 
City  Medical  Bulletin,  (61:59),  July  23,  1966. 
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Cardiovascular  Problems  in  Adolescence 


Leonard  M.  Linde,  M.D. 


This  presentation  emphasizes  the  unique  medical  and  emotional  factors 
present  during  the  adolescent  growth  period.  Careful  consideration  of 
social,  sexual,  athletic  and  economic  factors  is  mandatory  in  the  total 
treatment  of  the  teen-ager  displaying  cardiac  disease.  An  optimum  sched- 
ule, for  the  performance  of  necessary  cardiac  surgery  in  these  young 
people,  is  included. 


LTHOUGH  sound  medical  principles  will  be 
successful  in  dealing  with  the  usual  clinical 
problems  seen  in  adolescence,  optimal  medical 
care  is  often  not  available  to  this  age  group.  The 
fault  is  not  entirely  that  of  the  physician  but  in 
many  instances  is  related  to  problems  peculiar 
to  adolescence.  These  are  not  limited  to  the  fre- 
quently discussed  emotional  and  developmental 
problems  but  include  organic  and  physiologic 
variations.  Because  the  adolescent  exists  in  a 
relative  medical  “no  man’s  land,”  few  individuals 
have  done  good  clinical  research  in  problems  af- 
fecting this  age  group.  This  report  deals  with  the 
cardiovascular,  anatomic,  physiologic  and  med- 
ical variations  of  adolescent  medicine. 

Associate  Professor  of  Pediatrics  (Cardiology) 
and  Physiology,  UCLA 

Presented  at  the  Ninth  Annual  Cardiac  Symposium 
Arizona  Heart  Association,  January  28,  1966 


Some  of  the  problems  in  the  adolescent  period 
are  related  to  difficulties  in  transition  between 
childhood  and  adult  life.  The  adolescent  is  quite 
concerned  about  his  future  sexual,  social  and 
economic  role.  The  child  with  a heart  condition 
is  particularly  concerned  about  his  ability  to 
have  children;  he  is  concerned  as  to  ^\'hether 
these  children  will  be  normal  from  a cardio- 
vascular point  of  view;  he  is  worried  about  his 
physical  ability  to  compete  in  a courting  situa- 
tion, and  the  more  thoughtful  adolescent  is  con- 
cerned about  his  future  joh  opportunities  and 
his  ability  to  provide  long-term  financial  support 
for  his  future  family. 


The  male  adolescent  with  heart  disease  is 
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es]3ecially  concerned  about  his  athletic  ability 
as  a means  of  keeping  up  with  his  peers  and  as 
a symbolic  test  of  his  manhood.  It  is  the  job  of 
the  physician  to  determine  how  much  activity 
is  permissible  for  the  cardiac  individual.  In 
making  this  decision,  the  doctor  must  balance 
potential  psychological  problems  against  medical 
risks.  In  talking  with  patients  in  whom  some 
limitation  of  activity  will  always  be  necessary, 
the  physieian  can  at  this  point  stress  the  benefits 
of  advanced  education  in  obtaining  suitable 
future  employment. 


The  “herd”  instinct  is  particularly  strong  in 
adolescence.  His  intense  dislike  of  being  physic- 
ally different  may  cause  him  to  play  down  or 
minimize  real  symptoms  or  abnormalities.  How- 
ever, the  physician  should  not  be  fooled  by  the 
patient’s  minimization  of  his  problems  since  these 
same  patients  often  have  very  deep  underlying 
anxiety  about  their  health.  It  is  these  patients 
that  will  be  most  grateful  if  the  physician  de- 
votes the  extra  time  necessary  to  ferret  out  any 
underlying  difficulties.  On  the  other  hand,  the 
strong  “herd”  instinct,  and  anxiety  about  being 
physically  different  may  cause  the  over-anxious 
patient  to  over-emphasize  certain  symptoms.  It 
is  important  to  remember  that  symptoms  in 
adolescence  are  not  always  directly  correlated 
with  pathology. 


Actual  differences  in  disease  pathogenesis  ex- 
ist in  this  period.  Rheumatic  fever  begins  to  oc- 
cur less  frequently  but  when  it  does  present, 
shows  a more  classical  picture  and  is  associated 
with  a higher  incidence  of  chorea,  and  a higher 
frequency  of  chronic  progressive  heart  disease 
which  may  even  lead  to  death.  Steroid  therapy 
in  the  adolescent  patient  may  exaggerate  pre- 
eixisting  hormonal  imbalanee  and  produce  un- 
desirable side-effects.  In  congenital  heart  dis- 
ease, pulmonary  hypertension  may  develop  or 
begin  to  rapidly  progress  around  adoleseence. 
The  reasons  for  this  are  unknown.  Increased 
growth  and  exercise  demands  may  result  in  the 
appearance  of  signs  and  symptoms  or,  ocea- 
sionally,  may  result  in  the  first  appearance  or 
detection  of  a murmur  at  this  time. 


Changes  in  physical  findings  in  an  adolescent 
with  pre-existing  and  known  heart  disease  may 
occur.  Increased  intensity  or  audibility  of  a 
heart  murmur  is  not  necessarily  a poor  prog- 
nostic sign.  It  may  be  related  to  the  hyperdy- 
namic hypermetabolic  state  of  the  adolescent 
associated  with  increased  cardiac  output.  A mur- 
mur may  be  more  audible  at  this  time  because 
of  increased  patient  cooperation.  Occasionally 
an  organic  murmur  is  louder  in  the  adolescent 
menstruating  female  who  develops  mild  anemia. 
On  the  other  hand,  decreased  intensity  or  audi- 
bility of  a heart  murmur  is  not  necessarily  a 
good  prognostic  sign.  It  may  be  related  merely 
to  increased  chest  thickness  or  decreasing  cardiac 
output  due  to  increased  cardiac  disease.  In  pa- 
tients with  a left  to  right  shunt,  progression  of 
pulmonary  hypertension,  an  ominous  event,  may 
be  the  underlying  cause  of  the  decreasing  mur- 
mur and  even  a false  clinical  “improvement.” 


In  general,  corrective  cardiac  operations 
should  be  performed  at  or  before  adoleseence. 
After  adolescence,  specific  social  problems  in- 
cluding acceptance  by  peers,  and  the  added 
burdens  of  marriage,  pregnancy  and  children 
put  an  increased  weight  on  the  patient  and  phy- 
sician. Progressive  systemie  vascular  change  may 
make  operation  difficult  and  the  post-operative 
course  longer  and  more  difficult  after  adolesc- 
ence. Actually,  many  of  the  reasons  for  early 
operation  before  adolescence  become  even  more 
pressing  at  this  age.  The  increased  growth  and 
exercise  demands  of  adolescence  and  the  danger 
of  progressive  pulmonary  hypertension  argue  for 
earlier  operation.  In  addition,  the  danger  of 
fixation  of  psychosomatic  factors  and  the  crea- 
tion of  cardiac  “crippling”  warrant  early  opera- 
tion. 


Left  to  right  shunts: 

In  dealing  with  specific  lesions,  most  children 
today  will  have  operation  long  before  adolesc- 
ence. Patent  ductus  arteriosus  may  require  re- 
pair in  infancy  but  in  any  event  should  be  re- 
paired before  school  age.  Since  the  operative 
risk  is  probably  lower  than  the  risk  of  observa- 
tion, operation  should  be  performed  as  soon  as 
the  surgeon  feels  the  child  is  large  enough  for 
the  procedure  to  be  performed  safely. 
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Most  ventricular  septal  defects  can  be  repaired 
before  school  age.  It  is  particularly  important  to 
close  larger  defects  with  pulmonary  hypertension 
since  pulmonary  vascular  disease  may  progress 
rapidly  during  adolescence  in  some  patients. 
However,  an  occasional  patient  with  a small 
ventricular  septal  defect  will  not  show  progres- 
sive cardiomegaly  until  faced  with  the  increased 
demands  of  adolescence  so  that  operation  may 
have  to  be  done  at  this  time. 

On  the  other  hand,  the  appearance  of  cyanosis 
in  the  adolescent  with  a ventricular  septal  defect 
with  pulmonary  hypertension  usually  means  that 
he  has  become  inoperable  and  may  imply  that 
operation  has  been  delayed  too  long. 

Uncomplicated  atrial  septal  defects  have  an 
extremely  low  operative  risk  and  almost  no  inci- 
dence of  pulmonary  hypertension  before  the 
adolescent  period.  Occasionally,  because  of  the 
difficulty  in  mitral  valve  repair,  operation  in 
patients  with  endocardial  cushion  defects  is  post- 
poned until  adolescence.  Then,  if  the  mitral 
valve  must  be  replaced  with  an  artificial  valve, 
a large  enough  valve  can  be  employed  so  that 
re-operation  will  not  be  necessary. 

Right  to  left  shunts: 

Most  operable  patients  with  cyanotic  congeni- 
tal heart  disease  who  reach  adolescence  will  be 
those  with  tetralogy  of  Fallot.  Most  of  these  will 
have  had  a previous  Blalock  anastomosis  wliich 
maintained  them  in  satisfactory  condition  until 
this  time.  It  is  our  belief  that  definitive  heart 
pump  surgical  repair  should  not  be  delayed  be- 
yond adolescence  in  most  cases.  Even  though 
the  operative  risk  may  be  high,  definitive  repair 
allows  the  patient  to  plan  his  life  without  the 
thought  of  future  cardiac  operation  or  shortened 
life  span. 

Defects  without  shunting: 

Hemodynamics  in  most  patients  with  pulmon- 
ary valvular  stenosis  do  not  change  markedly 
with  growth.  The  patient  with  moderately  severe 
or  severe  pulmonary  valvular  stenosis  will  us- 
ually require  operation  before  the  adolescent 
period.  Only  an  occasional  individual,  previously 
considered  mild  or  moderate,  develops  symptoms 


with  the  increased  physiologic  demands  of  adol- 
escence. These  rare  patients  may  need  pulmon- 
ary valvulotomy. 

Aortic  valvular  stenosis  also  is  a disease  of 
many  gradations.  In  the  second  decade  of  life 
sudden  death  begins  to  occur  in  patients  with 
this  disease  so  that  operative  repair  must  be 
carefully  considered.  Recent  percutaneous  tech- 
niques for  retrograde  arterial  catheterization 
make  it  possible  to  frequently  evaluate  left  ven- 
trieular  and  aortic  hemodynamics  under  basal 
conditions  and  with  exercise.  This  helps  to  make 
decisions  regarding  operation  in  this  disease. 

Previous  recommendations  for  repair  of  co- 
arctation of  the  aorta  suggested  that  the  imme- 
diate pre-adolescent  era  is  optimal  but  this  dis- 
ease, too,  is  repaired  in  most  centers  long  before 
adolescence.  Indeed,  the  adolescent  period  is 
characterized  by  increasing  aortic  damage  and 
increasing  difficulty  in  repair. 

Recently,  replacement  of  defective  aortic  and 
mitral  valves  has  been  accomplished  in  children 
of  all  age  gi'oups,  but  particularly  in  adolescence. 
In  this  age  period,  increasing  biologic  demands 
often  result  in  sudden  increases  of  heart  size. 
Since  these  individuals  have  often  approached 
their  full  growth,  adult-sized  valves  can  be 
placed  and  reported  results  have  been  excellent. 

All  patients  with  heart  disease  need  careful 
longitudinal  medical  supervision  but  this  is  par- 
ticularly true  during  the  rapid  growth  periods 
in  childhood  and  adolescence.  Clinical  evaluation 
and  laboratory  testing  (electrocardiogram  and 
roentgenogram)  must  be  done  at  suitable  inter- 
vals. Appropriate  antibiotic  therapy  should  be 
administered  before  dental  work,  surgical  proce- 
dures and  for  bacterial  infections  to  reduce 
bacteremia  and  the  risk  of  bacterial  endocarditis 
in  patients  with  organic  heart  lesions.  For  most 
congenital  cardiac  lesions,  exercise  restriction  is 
not  necessary,  since  the  patient’s  physiologic 
controls  usually  result  in  wise  self-imposed  lim- 
itations. With  certain  lesions,  howe\’er,  imposed 
limitation  is  necessary.  Left  ^'entricular  o\er- 
work,  (and  therefore  vigorous  athletics)  should 
be  minimized  with  aortic  stenosis,  aortic  or 
mitral  insufficiency  and  in  even  mild  decompen- 
sation. In  the  presence  of  sex'ere  In  pertension 
(as  in  coarctation  of  the  aorta)  further  elevation 
of  blood  pressure  should  be  prcN’ented  b\-  rediu  - 
ing  physical  activity. 
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A final  problem  in  adolescence  is  hyperten- 
sion. Careful  attention  must  be  paid  to  selecting 
a sufficiently  large  cuff,  proper  positioning  of 
the  patient  and  his  extremity  and  allowing  a 
sufficient  rest  period  before  measurements  are 
made.  The  adolescent  period  is  chai'acterized  by 
vasomotor  instability  so  that  in  one  series,  10% 
of  adolescents  had  high  blood  pressure  but  only 
1.5%  had  diastolic  hypertension.  It  is  interesting 
that  only  this  1.5%  showed  a very  strong  familial 
hypertensive  history.  It  is  likely  that  these  pa- 
tients represent  a significant  number  of  our 
future  hypertensives.  However,  whether  the 
tendency  of  the  other  8.5%  of  systolic  hyperten- 
sive adolescents  to  show  a systemic  vasoconstric- 
tive response  to  stress  will  lead  to  future  hyper- 
tension has  never  been  definitely  determined. 


In  adolescents  with  persistent  hypertension,  care- 
ful work-up  is  necessary  to  rule  out  correctable 
renal,  endocrine,  neurogenic,  and  cardio-vascular 
abnormalities  before  essential  hypertension  is 
diagnosed  or  therapy  is  begun. 

Summary 

Cardiovascular  problems  of  the  adolescent 
have  been  discussed  in  light  of  some  of  the  gen- 
eral medical  problems  of  this  age  period.  The 
adolescent’s  concern  about  his  future  sexual, 
social,  athletic  and  economic  role  has  been  em- 
phasized. Some  features  of  cardiovascular  dis- 
ease in  this  age  period  including  increased  pul- 
monary and  systemic  vascular  reactivity  have 
been  illustrated.  Finally,  certain  recommenda- 
tions for  the  cardiac  care  of  the  adolescent  have 
been  outlined. 


MD  To  Become  Butcher, 

Finds  Income  Too  Low 

Medical  Tribune— World  Wide  Report 

Oldham,  England  — Dr.  Walter  Ashworth  of  the  Royal  Infirmary  here  is 
giving  up  his  job  as  resident  medical  officer  to  become  a butcher  in  his  father’s 
firm  because  “medicine  is  a luxury  I can  no  longer  afford.” 

Dr.  Ashworth,  who  is  32,  is  planning  to  marry,  and  he  says  “it  would  be 
impossible  to  support  a wife  on  the  money  I earn  now.” 

As  resident  medical  officer  he  is  paid  about  1,100  pounds  ( $3,080 ) a year.  “By 
the  time  everything  has  been  taken  out  — tax,  superannuation  stamps,  and 
hospital  board  — I am  left  with  about  11  pounds  per  week,”  he  said. 

As  an  apprentice-partner  in  his  father’s  chain  of  butcher  shops,  he  will  earn 
about  2,000  pounds  ($5,600)  a year. 

“When  I have  got  things  worked  out,  I hope  to  find  a part-time  medical  post,” 
he  told  Medical  Tribune.  “1  would  feel  very  guilty  if  I abandoned  medicine 
altogether.” 
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Limg  Cancer  ^ Diamosis  and  Treatment.  1966 


Richard  K.  Hughes,  M.D. 


Of  all  deaths  from  cancer,  lung  cancer  is 
the  most  common;  causing  one  of  seven. 
Cigarette  smoking  apparently  plays  a role  in 
its  cause.  Surgical  ablation  of  cancer  of  the 
lung  remains  the  best  weapon  and  radiation 
may  be  palliative  but  chemotherapy  appears 
to  have  little  beneficial  effect  on  the  disease. 
The  over-all  cure  rate  reported  here  is  small, 
but  encompasses  all  cases  including  terminal 
and  grossly  inoperable  patients.  In  selected 
series  where  resection  is  carried  out  the  cure 
rate  rises  to  25-30%. 


Chief  of  Thoracic  and  Cardiovascular  Surgery, 

Wadsworth  Hospital,  Veterans  Administration  Center, 

Los  Angeles,  and  Assistant  Professor  of  Surgery, 

University  of  California,  Los  Angeles,  School  of  Medicine. 


The  conquest  of  lung  cancer  is  one  of  the  great- 
est current  challenges  of  our  profession.  It  is 
the  leading  cause  of  death  from  all  cancer,  and 
cancer  is  second  to  cardiovascular  disease  as  the 
most  frequent  cause  of  death  in  our  nation.  In 
California,  lung  cancer  causes  more  than  twice 
as  many  deaths  in  males  as  the  next  most  lethal 
cancer,  cancer  of  the  prostate.  In  1960  there 
were  3,239  deaths  from  lung  cancer  in  California. 
It  has  been  estimated  that  if  present  trends  con- 
tinue, more  than  100,000  California  children  in 
school  during  1960  will  die  of  lung  cancer  before 
reaching  the  age  of  70. Interruption  of  this 
devastation  is  the  problem  set  before  us.  Our 
attempts  thus  far  have  been  unimpressive. 
are  curing  only  one  out  of  twenty  patients  with 
lung  cancer.  This  sad  state  has  not  changed 
significantly  during  the  last  two  decades.  One 
big  reason  for  this  is  that  only  15  per  cent  of 
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patients  with  lung  cancer  have  localized  disease 
at  the  time  of  diagnosis.®  Pulmonary  resection  is 
the  only  method  we  have  of  curing  lung  cancer. 
Its  success  rests  upon  the  premise  that  localized 
lung  cancer  has  been  removed.  It  is  obvious 
that  the  results  of  surgery  are  limited  by  the 
malignant  nature  of  this  tumor.  Attempts  at 
earlier  diagnosis  and  treatment  of  lung  cancer 
have  also  been  discouraging.  Tumor  personality 
or  biologic  predetermination  appears  to  be  more 
important  than  temporal  behavior.  It  is  not  like- 
ly that  more  and  more  energy  devoted  to  earlier 
diagnosis  and  treatment  will  significantly  change 
the  grim  statistics  we  are  faced  with.^  Reduction 
of  cigarette  smoking  may  be  the  most  effective 
way  to  combat  lung  cancer.  Our  warnings  to 
date  have  been  associated  with  an  increased 
consumption  of  cigarettes.  Reduction  of  air 
pollution  may  also  be  of  value.  Our  progress 
here  has  been  discouraging.  Another  problem 
of  prevention  is  that  there  may  be  a myriad  of 
unknown  causes  for  the  rising  rate  of  lung 
cancer. 

As  physicians  we  are  most  responsible  to  the 
patient  who  comes  to  our  door  for  help.  At  our 
present  state  of  knowledge  we  can  only  offer 
the  best  there  is  of  current  diagnostic  techniques 
and  treatment,  though  these  fall  far  short  of  our 
desires. 

DIAGNOSIS 

Symptoms 

Symptoms  of  lung  cancer  frequently  occur 
during  a late  stage  of  the  disease.  The  relatively 
well  known  symptoms  of  lung  cancer  are:  cough, 
hemotypsis,  wheeze,  dyspnea,  fever,  chest  pain, 
weight  loss,  malaise,  weakness,  anorexia,  and 
hoarseness.  Cough  is  the  most  common  symptom 
of  carcinoma  of  the  lung.  Since  most  patients 
with  lung  cancer  are  heavy  smokers  they  often 
have  experienced  a chronic  cough  for  many 
years.  A change  in  the  character,  time,  and  fre- 
quency of  cough  is  of  significance.  Hemoptysis 
resulting  from  cancer  is  due  to  ulceration  of 
tumor  in  the  airway.  It  is  usually  most  severe 
' when  caused  by  a malignant  lung  abscess.  Most 
instances  of  hemoptysis  are  not  caused  by  lung 
cancer.  It  may  be  an  early  symptom  of  lung 
cancer,  however,  and  often  brings  the  patient 
to  his  doctor.  Wheezing  is  a symptom  which 
smokers  are  also  accustomed  to,  but  the  astute 
patient  may  seek  medical  help  because  of  its 
onset,  change,  or  increase.  It  is  often  due  to 
partial  bronchial  obstruction  by  tumor.  Increased 


dyspnea  is  frequently  a late  symptom  of  lung 
cancer.  It  is  usually  due  to  significant  bronchial 
obstruction,  tracheal  obstruction,  or  a large 
malignant  pleural  effusion.  Dyspnea  may  also 
be  associated  with  pulmonary  infection  which  is 
caused  by  carcinoma,  causing  fever,  toxicity,  and 
other  signs  of  pneumonia.  Chest  pain  may  also 
accompany  this  inflammation  or,  more  ominous- 
ly, be  related  to  extension  of  tumor  to  the  parie- 
ties  of  the  chest  wall.  Significant  weight  loss, 
if  not  associated  with  sepsis,  is  often  found  in 
advanced  lung  cancer  and  is  an  ominous  prog- 
nostic symptom.  Malaise,  weakness,  and  anorexia 
which  are  not  accompanied  by  sepsis  are  also 
symptoms  which  frequently  are  found  with  ex- 
tensive lung  cancer.  Hoarseness  accompanied  by 
carcinoma  of  the  lung  and  due  to  recurrent 
laryngeal  nerve  palsy  is  a symptom  of  lung  can- 
cer which  has  progressed  beyond  the  stage  of 
curability. 

Symptoms  of  metastatic  bronchogenic  carci- 
noma are  frequently  the  first  ones  noted  by  the 
patient.  Brain  metastases  are  often  heralded  by 
a new,  relatively  persistent  headache.  A patient 
with  suspected  lung  cancer  who  has  recently 
developed  head  pain,  usually  has,  in  our  exper- 
ience, a brain  metastasis.  Back  pain  of  recent 
onset  is  also  a grave  symptom;  in  association 
with  lung  cancer  it  is  most  often  due  to  metastas- 
es or  extension  to  the  ribs  or  spine.  Although 
these  are  frequently  not  visible  in  initial  roent- 
genograms, films  taken  at  a later  date  will  often 
reveal  a lytic  lesion.  Pain  due  to  other  skeletal 
metastases  is  also  frequent.  Discovery  of  a lump 
in  the  supraclavicular  area  due  to  a metastasis 
to  the  prescalene  lymph  nodes  may  occasionally 
be  the  first  abnormality  noted.  Persistent  abdom- 
inal pain  of  recent  onset  and  in  association  ^vith 
lung  cancer  must  always  be  suspected  of  as 
being  due  to  abdominal  spread.  Metastases  to 
the  liver  are  quite  common  and  may  be  painful. 
During  the  last  few  years  we  have  performed  a 
small  exploratory  celiotomy  for  otherwise  oper- 
able patients  with  lung  cancer  and  unexplained 
abdominal  pain.  Half  of  these  patients  have 
been  found  to  have  abdominal  metastases  and 
have  therefore  been  spared  an  unnecessary  thor- 
acotomy. 

One  of  the  most  poorly  appreciated  symptoms 
of  lung  cancer  is  shoulder  and  arm  pain  due  to 
cancer  in  the  thoracic  inlet.  This  symptom  is 
frequently  initially  interpreted  as  being  caused 
by  degenerative  disease  of  the  cervical  discs  or 
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cervical  arthritis.  Many  of  these  patients  have 
received  prolonged  physiotherapy  and  some 
have  had  multiple  myelograms,  cervical  laminec- 
tomy, or  exploration  of  the  bracheal  plexus  prior 
to  diagnosis  of  carcinoma.  Horner’s  syndrome 
has  often  been  present  during  these  procedures. 
Regrettably,  early  diagnosis  of  bronchogenic 
carcinoma  in  the  thoracic  inlet  is  infrequently 
made.®  Symptoms  of  superior  vena  caval  obstruc- 
tion, such  as  facial  edema  in  the  morning,  hoarse- 
ness, stridor,  and  prominence  of  cervical  and 
chest  wall  veins  are  usually  manifestations  of 
lung  cancer  which  has  progressed  beyond  the 
stage  of  curability. 

There  has  been  a recent  appreciation  of  the 
numerous  extrapulmonary  manifestations  of  can- 
cer of  the  lung.  Most  of  these  are  not  caused 
solely  by  lung  cancer,  but  may  be  caused  by  a 
primary  malignant  tumor  in  other  organs.  They 
may  be  the  initial  symptoms  of  lung  cancer  and 
may  actually  be  present  long  before  any  abnor- 
mality is  visible  in  the  thoracic  roentgenogram. 
Clubbing  and  hypertrophic  pulmonary  osteo- 
arthropathy are  well  known  peripheral  manifes- 
tations of  cancer  of  the  lung.  Lung  cancer  is 
accompanied  by  clubbing  in  5 to  10  percent  of 
patients. Osteitis  of  the  shafts  of  long  bones 
and  synovitis  of  the  peripheral  large  joints  cause 
pain  and  swelling.  These  symptoms  are  often 
misinterpreted  as  being  due  to  rheumatoid  arth- 
ritis; cancer  of  the  lung  should  be  suspected. 

Neuromuscular  abnormalities  are  thought  to 
be  associated  with  approximately  75  per  cent  of 
lung  cancers. These  syndromes  are  frequently 
mixed  and  overlapped  and  are  less  frequently 
seen  in  pure  forms.  The  first  one  is  cortical  cere- 
bellar degeneration.  It  is  related  to  degeneration 
and  loss  of  Purkinge  cells  in  the  cerebellar  cortex 
without  brain  metastasis  and  is  manifested  by 
ataxia,  nystagmus,  dysarthria,  intention  tremor, 
and  vertigo.  Dementia  often  results.  Spinal  fluid 
may  contain  increased  numbers  of  lymphocytes 
and  high  protein  levels.  The  second  neuromuscu- 
lar abnormality  is  peripheral  neuropathy  due 
to  degeneration  of  neurons  in  the  posterior  root 
ganglions.  It  is  manifested  by  numbness,  par- 
esthesias, loss  of  sensory  modalities,  sensory  atax- 
ia, and  loss  of  deep  tendon  reflexes.  Impaired 
cerebration  is  another  of  these  peripheral  mani- 
festations and  may  vary  from  diminished  menta- 
tion to  severe  dementia.  Muscle  weakness  is  the 
final  neuromuscular  abnormality.  It  is  due  to 
degeneration  of  muscle  fibers  or  to  motor  neuron 


deficits.  It  is  usually  limited  to  the  muscles  of 
the  limb  girdles  and  trunk.  It  may  mimic  myas- 
thenia gravis  or  progress  to  a stage  which  is 
difficult  to  differenetiate  from  dermatomyositis. 

Metabolic  abnormalities  are  another  and  more 
rare  group  of  extrapulmonary  manifestations  of 
lung  cancer.  Adrenal  cortical  hyperplasia  is  fre- 
quently found  to  accompany  cancer  of  the  lung. 
Adrenal  cortical  hypersecretion  may  result  in  a 
picture  which  is  indistinguishable  from  Cush- 
ing’s syndrome.  Another  metabolic  abnormality 
is  hypercalcemia  which  is  not  due  to  skeletal 
metastases.  Serum  phosphorus  is  decreased  while 
alkaline  phosphatase  is  usually  normal.  Its  mani- 
festations are  polyuria,  polydipsia,  weakness, 
anorexia,  lassitude,  somnolence,  and  constipa- 
tion. A metabolic  abnormality  which  in  our  ex- 
perience is  not  so  rare  is  the  inappropriate  anti- 
diuretic hormone  response.  The  patient  with  this 
abnormality  frequently  has  a low  salt  syndrome 
due  to  abnormal  loss  of  sodium  and  chloride  in 
the  urine.  We  have  found  this  abnormality  most 
prominent  in  the  immediate  postoperative  period. 
The  final  metabolic  abnormality  is  manifested 
by  gynecomastia.  Increased  quantities  of  cir- 
culating estrogens  have  been  found  without 
hepatic  metastases. 

The  last  group  of  extrapulmonary  manifesta- 
tions are  the  vascular  abnormalities.  Inflamma- 
tion and  thrombosis  of  veins  are  found  in  2 to 
3 per  cent  of  patients  with  cancer  of  the  lung.‘® 
Cough,  hemoptysis,  chest  pain,  and  an  abnormal 
opacity  in  the  thoracic  roentgenogram  in  a pa- 
tient with  phlebitis  may  be  misinterpreted  as 
being  due  to  a pulmonary  infarction,  when  in 
fact,  a lung  cancer  is  present.  Nonbacterial 
thrombotic  endocarditis  is  a more  rare  vascular 
abnormality.  Sterile  verrucous  lesions  may  form 
on  the  cardiac  valves  and  may  cause  peripheral 
arterial  emboli.  It  has  been  said  that  cerebral 
vascular  accidents  in  the  presence  of  cancer  of 
the  lung  may  be  caused  more  frequently  by  this 
endocarditis  than  by  cerebral  metastases.'”  In 
our  experience  many  of  these  patients  with  ex- 
trapulmonary manifestations  of  lung  cancer  are 
rather  poor  surgical  risks.  This  is  particularly 
true  in  the  group  with  neuromuscular  abnor- 
malities. 

Many  patients  have  cancer  of  the  lung  for 
prolonged  periods  without  any  symptoms.  Diag- 
nosis may  be  suspected  on  the  basis  of  an  ab- 
normal roentgenogram.  Fortunately,  there  has 
been  less  tendency  in  recent  years  to  obser\e 
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asymptomatic  pulmonary  opacities  progress  from 
a stage  of  potential  eurability  to  one  of  ineur- 
ability. 

Physical  Findings 

During  the  early  phase  of  lung  cancer  physical 
findings  are  usually  absent.  Physieal  diagnosis 
of  the  chest  is  of  questionable  value  in  lung 
cancer  when  compared  to  interpretation  of  thor- 
aeic  roentgenograms.  Abnormal  masses  of  the 
skin,  supraelavicular  region,  ehest  wall,  and  ab- 
domen accompanied  by  lung  cancer  are  usually 
metastases.  Evidence  of  Horner’s  syndrome  or 
early  superior  vena  eaval  obstruction  may  be 
missed  if  not  looked  for.  The  findings  of  extra- 
pulmonary  manifestations  have  been  discussed 
above. 

Roentgenographic  Examinations 

The  most  valuable  study  in  the  detection  of 
lung  cancer  is  the  performanee  of  thoracie  roent- 
genograms. Any  abnormal  pulmonary  opacity 
must  be  suspected  of  being  a lung  eancer,  par- 
ticularly in  patients  who  are  beyond  40  years  of 
age.®'  ’’’  ® The  only  abnormal  opacity  which  is  con- 
sistently benign  is  one  whieh  is  densely  ealeified 
or  eontains  ealcific  laminations.  While  many 
lung  eaneers  ean  be  easily  detected  by  thoracic 
roentgenograms,  there  eontinue  to  be  confusing 
roentgenographic  findings  which  often  mislead 
interpretation.  Pneumonia  and  atetlectasis  ac- 
eompanied  by  carcinoma  may  improve  spon- 
taneously or  more  often  during  administration 
of  systemic  antibiotics.  This  partial  resolution 
has  frequently  led  to  a delayed  diagnosis  of 
lung  caneer.  Loealized  pulmonary  emphysema  is 
a subtle  radiographie  finding  which  may  be 
easily  overlooked  or  misinterpreted  while  a mal- 
ignant tumor  is  partially  obstructing  a portion 
of  the  lower  airway.  This  finding  may  progress 
rarely  to  a localized  lung  cyst  or  spontaneous 
pneumothorax.  Lung  abseess  is  commonly  asso- 
ciated with  carcinoma  of  the  lung  and  in  nearly 
half  of  patients  over  50  years  of  age  is  caused 
by  carcinoma.  Prolonged  treatment  for  a chronie 
malignant  abscess  is  a serious  error.  One  of  the 
most  difficult  areas  of  interpretation  is  the  mildly 
enlarged  pulmonary  hilum.  Oecasionally  a pul- 
monary angiogram  will  demonstrate  a large 
pulmonary  artery  which  is  the  explanation  for 
this.  Benign  enlarged  lymph  nodes  and  remnants 
of  past  inflammatory  disease  may  also  eause 
an  enlarged  hilum.  Previously  taken  films  should 
be  compared  in  order  to  determine  change  in  the 


suspicious  area.  If  these  are  not  available,  roent- 
genograms which  are  taken  every  few  weeks  will 
generally  show  gradual  inerease  in  size  if  carci- 
noma is  the  underlying  cause.  Exploratory  thor- 
acotomy is  frequently  the  only  way  to  settle 
the  issue.  Another  souree  of  difficulty  is  lung 
cancer  in  the  thoracie  inlet  (“Paneoast  tumor”). 
The  findings  of  this  lesion  may  be  very  subtle; 
only  a small  “apical  eyebrow  or  eap”  may  be 
present.  This  is  frequently  misinterpreted  as 
being  due  to  pleural  thickening.®  Careful  eom- 
parison  of  the  pulmonary  apices,  the  perform- 
ance of  thoracic  roentgenograms  taken  in  the 
lordotic  position,  use  of  the  Bueky  grid,  and 
laminagrams,  in  association  with  a high  index  of 
suspicion  for  these  “Pancoast  tumors”  will  fre- 
quently lead  to  proper  interpretation.  Another 
area  of  confusion  occurs  in  the  patient  with 
known  inflammatory  pulmonary  disease,  sueh  as 
tuberculosis.  The  appearance  of  a new  opacity  is 
often  considered  to  be  due  to  a eontinuation  of 
the  inflammatory  process  when,  in  fact,  a carci- 
noma is  present.  Lung  caneer  which  is  hidden 
within  the  shadows  of  the  heart,  mediastinum, 
and  diaphragm  is  easily  overlooked  in  postero- 
anterior  thoracie  roentgenograms  but  may  be 
visualized  in  oblique  or  lateral  views.  Lytie  rib 
lesions  may  be  missed  unless  each  rib  is  purpose- 
fully evaluated.  In  doubtful  findings  special 
views  of  the  ribs  may  demonstrate  metastases 
or  extension  of  tumor.  Laminagrams  are  helpful 
for  the  correct  interpretation  of  peripheral  nod- 
ular lesions.  They  may  contain  concentric  calci- 
fications or  multiple  nodules  in  one  or  both 
lungs  which  are  not  apparent  in  regular  roent- 
genograms. High  quality  laminagrams  may  also 
reveal  endobronchial  lesions.  Roentgenograms 
taken  during  barium  swallow  may  show  incur- 
able extension  of  tumor  to  the  esophagus.  This 
may  be  confirmed  by  esophagoscopy  and  biopsy. 

The  usefulness  of  bronchograms,  pulmonary 
artery  angiograms,  bronchial  arteriograms,  pneu- 
momediastinograms,  and  megavolt  films  taken 
with  a linear  accelerator,  have  not  been  clearly 
defined.  These  specialized  techniques  have  occa- 
sionally been  of  value,  but  they  have  not  gained 
wide  aeceptance  for  the  diagnosis  and  evalua- 
tion of  lung  eancer.  Azygograms  may  help  define 
inoperability  of  the  oceasional  patient  with  a 
large  right  posterior  bronchogenic  carcinoma. 
Definite  azygous  vein  obstruetion  is  usually 
caused  by  a nonresectable  tumor.  Radioaetive 
pulmonary  lung  scan  has  not  been  of  partieular 
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use  in  the  diagnosis  or  evaluation  of  lung  cancer. 
We  have  found  radioactive  scanning  of  the 
brain,  bones,  and  liver  to  be  helpful  in  patients 
suspected  of  having  metastatic  tumor  in  these 
structures.  Abnormal  scans  are  not  diagnostic, 
but  they  may  lead  to  a histologic  examination 
confirmatory  of  a suspected  peripheral  metastasis 
which  would  contraindicate  an  unnecessary 
thoracotomy. 

The  appearance  of  a peripheral  solitary  pul- 
monary nodule  frequently  brings  up  the  ques- 
tion of  a primary  tumor  in  some  organ  other 
than  the  lung.  We  do  not  believe  that  perform- 
ance of  an  intravenous  pyelogram,  upper  and 
lower  gastrointestinal  radiographic  study,  radio- 
graphic  bone  survey,  radioactive  scans,  procto- 
scopy, and  specialized  nose  and  throat  examina- 
tion, are  indicated  unless  there  are  specific  symp- 
toms or  findings  which  suggest  abnormality  in 
these  extrathoracic  areas.  These  studies  are  ex- 
pensive, time  consuming,  and  are  almost  never 
rewarding  for  investigation  of  a solitary  pulmon- 
ary nodule.^® 

Cylology 

The  diagnosis  of  primary  lung  cancer  can  be 
established  by  sputum  cytology  more  often  than 
by  all  other  combined  diagnostie  methods  except 
thoracotomy.  If  more  than  10  properly  prepared 
sputum  specimens  are  examined  by  skilled  per- 
sonnel the  diagnosis  can  be  established  in  77 
per  cent  of  patients  with  lung  cancer.  If  six 
sputum  specimens  are  examined,  diagnosis  can 
be  established  in  nearly  50  per  cent  and  if  only 
one  or  two  sputum  specimens  are  studied  the 
diagnosis  is  made  in  23  per  cent.^^  The  incidence 
of  diagnosis  is  higher  for  oat  cell  carcinoma, 
central  tumors,  and  those  which  cause  hemop- 
tysis. Examination  of  secretions  aspirated  through 
a bronchoscope  does  not  yield  a higher  per- 
centage of  diagnosis  than  coughed  specimens. 
The  incidence  of  falsely  positive  results  is  less 
than  one  per  cent. 

Sputum  cytology  is  helpful  in  distinguishing 
thoracic  lesions  whose  radiographic  appearance 
is  not  clearly  that  of  carcinoma.  A positive  spu- 
tum test  settles  the  issue,  although  negative 
results  do  not  eliminate  the  possibility  of  lung 
cancer.  Cytology  is  a simple  method  of  diagnosis 
for  the  patient  with  probable  advanced  carci- 
noma of  the  lung,  who  is  obviously  inoperable 
and  in  need  of  palliative  treatment. 

Cytologic  diagnosis  of  pleural  fluid  appears  to 
be  more  difficult  for  the  cytologist.  Pleural 


mesothelial  cells  may  be  difficult  to  differentiate 
from  malignant  cells.  Nevertheless,  diagnosis  of 
inoperable  carcinoma  of  the  lung  is  frequently 
established  by  this  examination.  A pleural  effu- 
sion which  is  caused  by  cancer  will  contain 
malignant  cells  in  about  50  per  cent  of  patients. 
Bloody  pleural  fluid  accompanied  by  a suspicious 
pulmonary  mass  often  contains  malignant  cells. 

Bronchoscopy 

Bronchoscopy  and  bronchial  biopsy  is  diag- 
nostic of  primary  cancer  of  the  lung  in  25  to 
40  per  cent  of  patients  with  this  disease.  The 
percentage  of  diagnosis  is  less  for  metastatic- 
tumors  to  the  lung.  It  should  be  part  of  the 
investigation  of  all  central  pulmonary  and  medi- 
astinal masses,  as  well  as  of  unexplained  hemop- 
tysis and  is  also  indicated  before  thoracotomy 
for  central  pulmonary  or  mediastinal  lesions  for 
reasons  other  than  diagnosis.  Unsuspected  incur- 
able extension  of  tumor  to  the  trachea  or  carina 
may  be  verified  by  biopsy.  Bronchoscopy  may 
show  tumor  at  a level  which  could  only  be 
removed  by  pneumonectomy,  and  pulmonary 
function  may  be  so  abnormal  that  pneumonec- 
tomy would  not  be  tolerated.  Compression  and 
fixation  beneath  normal  bronchial  mucosa  may 
indicate  extension  of  tumor  or  hilar  adenopathy 
at  a level  above  the  endobronchial  lesion. 
Hoarseness  due  to  cord  paralysis  can  be  con- 
firmed at  endoscopy.  Bronchoscopy  is  not  usual- 
ly indicated  for  peripheral  pulmonary  lesions  or 
for  clearly  inoperable  tumors  which  have  been 
diagnosed  by  other  studies,  such  as  sputum  cyt- 
ology. Bronchoscopy  is  hazardous  for  patients 
with  a thoracic  aortic  aneurysm  or  superior  vena 
caval  obstruction  and  associated  dyspnea.  Pres- 
sure from  the  bronchoscope  may  rupture  a thor- 
acic aneurysm  and  trauma  to  edematous  laryn- 
geal and  tracheal  mucosa  may  increase  respira- 
tory obstruction  which  is  due  to  superior  vena 
caval  blockade.  It  is  not  wise  to  perform  bron- 
choscopy for  patients  with  metastases  to  the 
cervical  spine.  Bronchoscopy  carries  a small  but 
real  risk  and  should  not  be  performed  for  diag- 
nostic purposes  until  the  patient  is  in  good 
enough  condition  to  withstand  the  stress  of  this 
procedure.  Broncliial  secretions  aspirated 
through  the  bronchoscope  should  be  sent  for 
cytologic  examination,  and  if  there  is  a question 
of  inflammatory  disease  they  should  also  be 
submitted  for  bacteriologic  study. 

Hemoptysis  has  been  mentioned  as  an  indica- 
tion for  bronchoscopic  examination.  The  (pics- 
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tion  of  whether  this  should  be  done  as  an  emer- 
gency procedure  during  the  hemoptysis  often 
arises.  Proponents  of  emergency  bronchoscopy 
for  hemoptysis  believe  that  it  may  be  possible 
to  determine  the  lobar  or  segmental  bronchus 
from  which  the  bleeding  is  arising.  During  hem- 
optysis we  have  rarely  been  able  to  determine 
exactly  the  source  of  bleeding.  Blood  is  fre- 
quently present  in  many  orifices  or  obscures 
vision  so  that  proper  interpretation  is  difficult. 
Severe  hemoyptsis  may  be  aggravated  by  the 
trauma  of  bronchoscopy  and  the  bronchoscop- 
ists  vision  is  often  so  obscured  by  blood  that 
diagnosis  is  unlikely.  We  believe  in  the  per- 
formance of  bronchoscopy  during  hemoptysis, 
however,  we  do  not  rush  the  patient  to  the 
operating  room  for  this  procedure  and  we  are 
not  upset  by  cessation  of  hemoptysis  before  diag- 
nostic bronchoscopy  is  performed. 

Bronchoscopic  examination  is  a valuable  diag- 
nostic procedure  in  the  evaluation  of  a possible 
lung  cancer.  It  is  also  important  to  the  thoracic 
surgeon  for  defining  the  feasibility  and  extent 
of  pulmonary  resection.  It  should  be  performed 
by  the  surgeon  who  is  considering  doing  the 
pulmonary  resection. 

Scalene  Lymph  Node  Biopsy 

The  importance  of  this  procedure  is  that  it 
may  establish  the  diagnosis  of  inoperable  lung 
cancer.  Lung  tumors  which  have  spread  to  the 
prescalene  lymph  nodes  are  beyond  the  limits 
of  curative  resection.  In  the  presence  of  lung 
cancer  nonpalpable  scalene  nodes  contain  meta- 
static tumor  in  about  15  per  cent  of  the  speci- 
mens, and  palpable  nodes  are  nearly  always 
malignant.  Scalene  node  biopsy  is  not  performed 
for  all  pulmonary  lesions  suspected  or  diagnosed 
as  being  carcinoma  of  the  lung.  It  is  not  usually 
indicated  for  evaluation  of  solitary  pulmonary 
nodules  when  nodes  are  not  palpable.  It  is 
unnecessary  when  inoperability  has  been  estab- 
lished by  other  criteria.  Advanced  superior  vena 
caval  syndrome  may  cause  scalene  node  biopsy 
to  be  hazardous  because  of  a greater  risk  of 
operative  hemorrhage  unless  metastatic  nodes 
are  easily  palpable  and  can  be  biopsied  with  a 
minimal  amount  of  dissection.  Biopsy  is  indicated 
for  palpable  lymph  nodes  accompanied  by  a 
suspicious  pulmonary  lesion.  It  is  also  performed 
as  part  of  the  evaluation  of  large  hilar  pulmon- 
ary or  mediastinal  masses.  Perhaps  the  most 
frequent  indication  for  scalene  node  biopsy  is 
for  the  patient  who  is  a poor  surgical  risk,  who 


has  a suspected  or  diagnosed  lung  cancer,  and 
who  is  not  inoperable  by  other  criteria.  Discov- 
ery of  scalene  nodes  which  contain  metastatic 
cancer  of  the  lung  relieves  the  surgeon  of  pro- 
nouncing a patient  medically  inoperable  or  of 
performing  an  unnecessary  and  risky  thoracot- 
omy. Biopsy  is  also  performed  when  the  tumor 
appears  to  be  unresectable  in  roentgenograms. 
It  is  usually  performed  on  the  side  of  the  pul- 
monary or  mediastinal  abnormality.  Tumors  in 
the  left  lower  lobe  frequently  cross  the  midline 
and  metastasize  to  the  right  as  well  as  the  left 
prescalene  lymph  nodes.  Obstruction  of  the 
mediastinal  lymphatics  may  cause  metastases  to 
the  opposite  scalene  nodes  from  any  part  of  the 
right  or  left  lung.  For  this  reason  some  surgeons 
routinely  perform  bilateral,  in  preference  to  uni- 
lateral, scalene  node  biopsy.  This  is  particularly 
true  for  the  patient  for  whom  a very  high  surgi- 
cal risk  for  thoracotomy  or  an  unresectable  tumor 
is  predicted.  Lymph  nodes  should  always  be 
removed  at  this  procedure  and  it  should  be  the 
aim  of  the  surgeon  to  remove  anthracotic  lymph 
nodes  which  drain  from  the  lung.  These  nodes 
are  found  deep  in  the  neck  and  adjacent  to  the 
junction  of  the  internal  jugular  and  subclavian 
vein.  This  dissection  is  surrounded  by  vital  struc- 
tures and  although  it  is  usually  performed  with 
local  anesthesia,  it  does  have  a small  but  real 
risk  and  morbidity. 

Cervical  Mediastinotomy 

Cervical  mediastinotomy  is  usually  performed 
after  biopsy  of  the  prescalene  nodes  has  shown 
no  metastatic  tumor.  The  presence  of  metastatic 
tumor  in  paratracheal  lymph  nodes  obtained 
through  a cervical  mediastinotomy  establishes  a 
state  of  incurability.  The  performance  of  cervical 
mediastinotomy  will  approximately  double  the 
incidence  of  positive  metastatic  lymph  nodes 
obtained  by  scalene  node  biopsy  alone.  Steele 
and  Marable  reported  193  cases  of  lung  cancer 
in  which  scalene  node  biopsy  and  cervical  medi- 
astinotomy were  performed. Neither  biopsy 
technique  was  diagnostic  in  153  instances.  Both 
were  diagnostic  in  13.  Scalene  node  biopsy  was 
diagnostic  in  9 cases  in  which  mediastinal  biopsy 
was  negative.  Cervical  mediastinal  biopsy  was 
diagnostic  in  9 instances  while  scalene  node  bi- 
opsy was  negative.  Of  40  positive  biopsies,  from 
one  or  more  areas,  18  would  have  been  negative 
if  scalene  node  biopsy  alone  had  been  performed. 
Not  all  thoracic  surgeons  are  enthusiastic  about 
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cervical  mediastinotomy.  Serious  bleeding,  res- 
piratory obstruction  from  mediastinal  hematoma, 
and  recurrent  nerve  palsy  are  more  frequent 
than  with  scalene  node  biopsy.  Local  anesthesia 
is  less  effective  in  relieving  discomfort  during 
this  procedure  than  during  scalene  node  biopsy. 
It  is  performed  through  a small  transverse  mid- 
line incision  directly  above  the  suprasternal 
notch.  Usually  only  palpably  pathologic  tissue  is 
removed.  This  procedure  is  of  value  for  patients 
who  are  inoperable  but  from  whom  a tissue 
diagnosis  has  not  been  obtained;  for  patients 
in  whom  resection  appears  risky  or  unlikely;  and 
for  patients  who  have  a widened  superior  medias- 
tinum. 

Anterior  Mediastinotomy 

There  has  been  recent  interest  in  the  small 
anterior  extrapleural  mediastinotomy,  which  is 
performed  through  the  bed  of  a resected  costal 
cartilage  under  local  anesthesia.  The  major  in- 
dication for  this  procedure  is  a clearly  inoperable 
hilar  or  mediastinal  lesion  which  has  defied 
diagnosis  by  routine  methods.  Since  most  radio- 
therapists or  chemotherapists  require  histologic 
diagnosis  prior  to  institution  of  therapy,  diag- 
nosis by  this  method  may  be  indicated  for  the 
patient  who  is  in  need  of  palliative  treatment. 
Advantages  of  this  procedure  over  standard 
thoracotomy  are  that  postoperative  morbidity 
and  mortality  are  probably  lower  and  general 
anesthesia  is  not  required.  The  disadvantages 
appear  to  be  that  the  incision  is  small  for  good 
exposure,  particularly  for  posterior  lesions;  there 
is  risk  of  serious  bleeding  or  pleural  penetration 
and  sudden  pneumothorax;  special  instruments 
and  lighting  are  required;  and  pulmonary  re- 
section can  not  be  performed  if  an  unexpected 
resectable  lesion  is  found.  This  procedure  has 
not  yet  gained  wide  acceptance. 

Other  Biopsy  Procedures 

In  the  presence  of  known  or  strongly  suspected 
cancer  of  the  lung  biopsy  of  any  suspicious, 
palpable  mass  often  reveals  metastatic  tumor. 
Such  a finding  contraindicates  exploratory  thor- 
acotomy. Lytic  rib  lesions  accompanied  by  a 
suspicious  lung  tumor  will  usually  contain  car- 
cinoma. Discovery  of  a rib  metastasis  which  is 
separable  from  the  primary  tumor  and  does  not 
represent  direct  extension  is  evidence  of  inoper- 
ability. Direct  extension  of  carcinoma  of  the  lung 
to  the  ribs  can  often  be  resected  with  the  at- 
tached tumor.  Needle  biopsy  may  yield  the 
diagnosis  of  clearly  inoperable  lung  tumors 


which  have  defied  histologic  diagnosis  and  which 
are  directly  adjacent  to  the  chest  wall.  Most 
surgeons  are  not  enthusiastic  about  needle  bi- 
opsy of  intrapulmonary  lessions  which  are  sep- 
arated from  the  chest  wall  by  aerated  lung. 
Introduction  of  a needle  through  relatively  nor- 
mal lung  tissue  before  tumor  is  encountered 
may  be  followed  by  air  embolism  or  pneumo- 
thorax. Contamination  of  the  needle  tract  by 
malignant  cells  does  not  appear  to  be  a very 
real  complication.  Diagnostic  celiotomy  is  occa- 
sionally a helpful  procedure  for  the  patient  with 
lung  cancer.  We  have  reserved  this  procedure 
for  patients  with  a palpable  abdominal  mass, 
obscure  abdominal  pain,  generalized  signs  and 
symptoms  of  carcinomatosis,  or  high  alkaline 
phosphatase.  Metastases  from  lung  cancer  are 
not  infrequently  found  in  the  liver,  celiac  lymph 
nodes,  tissue  at  the  esophagogastric  junction, 
falciform  ligament,  and  even  to  the  wall  of 
bowel.  Bell  has  found  abdominal  metastases  in 
nearly  20  per  cent  of  otherwise  operable  patients 
with  carcinoma  of  the  lung.^  The  presence  of 
intra-abdominal  metastases  is  an  obvious  contra- 
indication to  exploratory  thoracotomy. 

Exploratory  Thoracotomy 

Diagnosis  is  made  in  25  to  50  per  cent  of 
patients  with  lung  cancer  by  exploratory  thora- 
cotomy and  biopsy.  Persistent  efforts  to  estab- 
lish a preoperative  diagnosis  by  sputum  cytology 
or  by  other  described  diagnostic  procedures  are 
not  always  indicated.  Solitary  pulmonary  nod- 
ules are  usually  diagnosed  by  thoracotomy. 
Wedge,  subsegmental,  or  segmental  excisional 
biopsy  of  a localized  mass  with  adequate  margin 
of  normal  lung  tissue  is  submitted  for  immediate 
histologic  diagnosis.  Lobectomy  of  pneumonec- 
tomy is  usually  performed  if  the  specimen  is 
malignant.  Masses  which  are  deep  within  a lobe 
may  require  lobectomy  biopsy  for  diagnosis. 
Pneumonectomy  is  not  performed  until  histologic 
diagnosis  of  cancer  is  established. 

TREATMENT 
Preoperative  Evaluation 

Candidates  for  exploratory  thoracotomy  and 
possible  pulmonaix^  resection  for  cancer  of  the 
lung  are  often  fragile.  Most  are  60  years  of  age 
or  older,  heavy  smokers,  and  ha\e  emphysema 
and  other  degenerati\e  diseases  of  ad\auccd 
age.  Pulmonary  function  is  of  major  importance 
to  the  surgeon.  Simple  tests  such  as  walking  up 
two  or  three  flights  of  stairs  or  testing  abilit\ 
to  blow  out  a match  with  pursed  lips,  arc  ust'ful 
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Quantitative  ventilation  studies  should  be  per- 
formed for  patients  suspected  of  having  ab- 
normal pulmonary  function.  We  have  found  the 
results  of  timed  vital  capacity  and  maximum 
ventilatory  volume  most  helpful.  The  results  of 
these  tests  depend  on  cooperation  and  desire 
of  the  patient  to  make  a maximal  effort.  The 
presence  of  thoracic  pain  will  limit  their  use- 
fulness. A maximum  ventilatory  volume  less 
than  40  or  50  per  cent  of  predicted,  indicates 
that  pneumonectomy  of  a functioning  lung  may 
be  hazardous  and  values  below  30  per  cent 
indicate  that  lobectomy  may  not  be  tolerated. 
Blood  gas  studies  are  subject  to  fewer  variables 
and  also  reveal  abnormalities  of  pulmonary  per- 
fusion and  diffusion  in  addition  to  ventilation. 
Blood  gas  studies  are  often  performed  at  rest 
and  during  exercise.  A pC02  above  45  mm.  Hg 
or  a p02  below  70  mm.  Hg  suggests  that  pul- 
monary resection  may  be  hazardous. 

Right  heart  catheterization  is  a helpful  tech- 
nique for  evaluation  of  the  patient  with  border- 
line pulmonary  function.  The  presence  of  pul- 
monary hypertension  before  or  during  exercise 
indicates  that  major  pulmonary  resection  may  be 
poorly  tolerated.  We  have  found  left  or  right 
main  pulmonary  artery  blockade  to  be  a helpful 
procedure  in  the  evaluation  of  preoperative  pa- 
tients with  significant  decrease  in  pulmonary 
function.  A balloon-tipped  cardiac  catheter  is 
inflated  in  one  of  the  main  pulmonary  arteries, 
preferably  the  side  of  possible  pulmonary  re- 
section. A so-called  medical  pneumonectomy  is 
obtained  since  perfusion  and  gas-exchange  in 
the  blockaded  lung  is  nearly  shut  off.  Pressures 
in  the  main  pulmonary  artery  proximal  to  the 
balloon  are  measured  before  and  during  exer- 
cise (400  ft.  lb.  per  minute).  Blood  gas  studies 
are  obtained  before  blockade,  during  blockade, 
and  during  exercise  with  blockade.  Ventilation 
studies  and  cardiac  output  are  performed  before 
and  during  pulmonary  artery  blockade.  Signifi- 
cant abnormalities  which  develop  during  pul- 
monary artery  blockade  seem  to  indicate  at  our 
early  stage  of  analysis  of  this  rather  complex 
diagnostic  x^rocedure  that  pneumonectomy  may 
be  poorly  tolerated.  It  is  always  difficult  for  us 
to  pronounce  a patient  as  medically  inoperable 
who  has  a known  carcinoma  of  the  lung.  These 
quantitative  studies  aid  in  defining  the  feasibility 
of  pulmonary  resection  for  some  patients.  They 
also  may  indicate  that  while  pneumonectomy  is 
out  of  the  question  for  a particular  patient. 


lobectomy  or  partial  lobectomy  may  be  tolerable. 

Electrocardiograms  are  wisely  performed  for 
jDreoperative  candidates  who  are  over  40  years 
of  age.  Bronchogenic  carcinoma  is  the  most 
common  malignant  tumor  found  in  the  heart. 
Arrhythmias  in  the  presence  of  lung  cancer  are 
suggestive  of  cardiac  metastases  or  extension  of 
tumor  to  the  heart.  We  have  performed  selective 
coronary  angiograms  for  a few  patients  with 
angina  pectoris  and  questionable  electrocardio- 
grams. In  our  experience  patients  with  definite 
symptoms  and  findings  of  cardiac  ischemia  or 
resistant  cardiac  failure  are  poor  candidates  for 
pulmonary  resection. 


In  the  presence  of  a probable  carcinoma  of 
the  lung  we  are  very  suspicious  of  neurologic 
signs  and  symptoms.  If  they  are  present,  analysis 
of  spinal  fluid,  electroencephalograms,  and  radio- 
active brain  scan  are  performed.  Pneumoenceph- 
alograms or  cerebral  arteriograms  are  occasion- 
ally performed  for  particularly  suspicious  neuro- 
logic findings.  If  the  results  of  these  tests  are 
equivocal,  a month  or  two  of  observation  will 
often  show  progressive  deterioration  if  cerebral 
metastases  are  jpresent.  Neuromuscular  abnor- 
malities which  are  associated  with  lung  cancer 
and  do  not  result  from  metastases  to  the  brain 
may  be  very  confusing  to  the  clinician  because 
of  the  difficulty  in  differentiating  them  from 
signs  of  brain  metastases. 


Contraindications  to  Thoracotomy  for 
Curative  Resection  of  Lung  Cancer 

Since  1933  when  Evarts  Graham  performed 
the  first  successful  pneumonectomy  for  cancer 
of  the  lung,  there  has  been  a gradually  increasing 
number  of  contraindications  to  thoracotomy  for 
curative  resection.  Surgeons  have  become  more 
selective  in  submitting  patients  to  thoracotomy 
as  experience  and  survival  statistics  have  accum- 
ulated. The  findings  listed  in  Table  I are  gen- 
erally considered  as  contraindications.  These 
findings  are  present  in  more  than  half  of  all 
patients  with  lung  cancer  at  the  time  of  initial 
diagnosis.  Cell  type,  with  the  exception  of  oat 
cell  carcinoma,  is  not  an  important  factor  to  the 
surgeon.  Oat  cell  carcinoma  is  practically  never 
cured. 
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TABLE  I 

CONTRAINDICATIONS  TO  THORACOTOMY  FOR 
CURATIVE  RESECTION  OF  LUNG  CANCER 

1.  Extra  thoracic  metastasis. 

2.  Scalene  or  paratraceal  lymph  node  metastasis. 

3.  Recurrent  nerve  palsy. 

4.  Contralateral  pulmonary  extension  or  metastasis. 

5.  Malignant  cells  in  pleural  or  pericardial  fluid. 

6.  Superior  vena  caval  obstruction. 

7.  Tracheal  or  carinal  extension  of  tumor. 

8.  Esophageal  or  spinal  extension  of  tumor. 

9.  Cardiac  extension  or  metastasis. 

10.  Metastasis  to  or  extensive  invasion  of  chest  wall. 

11.  Central  oat  cell  carcinoma. 

12.  Uncontrolled  extrathoracic  primary  cancer. 

13.  Azygous  vein  obstruction. 

14.  Advanced  medical  disease. 


Curative  Pulmonary  Resection 

At  tlie  time  of  initial  diagnosis  of  100  patients 
with  primary  cancer  of  the  lung  about  50  are 
inoperable  on  the  basis  of  the  above  contra- 
indications. Of  the  50  patients  who  are  operable 
about  25  are  found  at  thoracotomy  to  have  non- 
resectable  tumor.  Resections  are  performed  for 
about  half  of  those  operated  on,  or  for  25  of  the 
original  100  patients.  Of  these  25  patients,  one- 
quarter  or  six  patients  are  cured.  These  figures 
have  not  varied  much  from  one  clinic  to  the 
ne.xt  or  from  one  decade  to  the  next.  Increasing- 
ly radical  resections  have  not  increased  cure 
rates,  in  fact  the  tendency  during  the  last  decade 
has  been  to  perform  the  more  limited  lobectomy 
in  preference  to  pneumonectomy  when  all  ap- 
parent tumor  can  be  removed  by  the  lesser 
procedure.  In  the  presence  of  severely  decreased 
pulmonary  function  or  pulmonary  metastases 
from  controlled  extrathoracic  primary  tumor  we 
and  others  have  performed  an  occasional  pardal 
lobectomy  for  lung  cancer.  Extended  resections 
of  involved  trachea,  carina,  vena  cava,  aorta,  and 
esophagus  have  not  clearly  justified  their  in- 
creased operative  morbidity  and  mortality. “ 
Studies  of  adjuvant  chemotherapy  or  preopera- 
tive radiation  therapy  combined  with  resection 
have  not  yet  shown  increased  survival.  There 
may  be  one  exception  to  this  last  statement. 
Combined  preoperative  radiation  and  resection 
of  tumors  which  invade  the  chest  wall,  which 
would  include  “Pancoast  tumors,”  may  increase 
survival  over  resection  alone. “ The  recent  pop- 
ularity of  combined  preoperative  radiation  and 
resection  of  other  lung  cancers  appears  to  be 
waning  because  of  increased  postoperative  mor- 
bidity, mortality,  and  lack  of  improvement  in 
cure  rates.  It  is  interesting  that  resection  of  uni- 
lateral pulmonary  metastases  from  extrathoracic 
carcinomas  and  sarcomas,  which  have  been  con- 


trolled, will  cure  about  the  same  percentage  of 
patients  as  those  resected  for  primary  cancer 
of  the  lung.'® 


PALLIATIVE  TREATMENT  OF 
LUNG  CANCER 

A great  effort  has  been  made  to  cure  patients 
of  lung  cancer.  Quantity  of  survival  has  been 
stressed  more  than  quality  of  survival.  Nineteen 
of  20  patients  with  lung  cancer  must  live  and 
die  with  their  tumor.  There  is  a need  to  increase 
the  quality  of  survival  of  these  unfortunate  and 
incurable  patients. 


Palliative  Surgery 

Surgical  treatment  can  offer  relief  of  distress- 
ing symptoms  to  some  patients  with  incurable 
lung  cancer.  Endotracheal  or  endobronchial  re- 
section and  cauterization  of  obstructmg  tumor 
in  the  trachea  or  major  bronchus  performed 
through  a bronchoscope  is  frequently  successful 
in  temporarily  relieving  dyspnea.  This  is  usually 
performed  following  failure  of  radiation  therapy. 
It  is  often  necessary  to  repeat  removal  of  tumor 
through  the  bronchoscope  in  order  to  maintain 
patency  of  the  airway.  Tracheostomy  may  re- 
lieve dyspnea  which  results  from  obstructing 
tumor  in  the  trachea.  If  the  end  of  the  tracheos- 
tomy tube  can  be  placed  below  the  level  of 
tumor,  airway  obstruction  can  be  relieved.  Occa- 
sionally use  of  a long  (cane)  tracheostomy  tube 
is  necessary  to  do  this. 


Large  malignant  pleural  effusions  ofteji  cause 
distressing  dyspnea.  Closed  thoracostomy  and 
underwater  seal  drainage  through  a chest  tube 
usually  evacuates  the  pleural  fluid.  Drainage 
should  be  maintained  for  several  days  before 
the  tube  is  removed.  Effusion  will  not  usually 
recur  following  this  simple  treatment.  Occa- 
sionally a malignant  lung  tumor  will  cause  spon- 
taneous pneumothorax.  Closed  thoracostomy  and 
underwater  seal  drainage  is  the  preferred  treat- 
ment. At  exploratory  thoracotomy  a non-rcscct- 
able  cancer  may  be  found  with  a malignant 
pleural  effusion.  Fondrage  of  the  pleural  surfaces 
wu'th  talcum  powder  will  prex’cnt  future  iilcural 
effusions. 
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Incurable  metastases  or  extension  of  tumor 
may  be  found  at  exploratory  thoracotomy.  In 
some  instances  it  is  best  to  proeeed  with  pallia- 
tive pulmonary  resection  when  technically  feas- 
ible. Indications  for  such  a procedure  are:  re- 
current and  severe  hemoptysis,  symptomatic 
pulmonary  sepsis,  such  as  lung  abscess,  severe 
uncontrollable  cough,  and  distressing  chest  pain. 


Severe  chest  pain  is  usually  caused  by  extension 
of  tumor  into  the  chest  wall.  Palliative  pulmon- 
ary resection  in  this  circumstance  would  include 
resection  of  involved  chest  wall.  Results  of  inter- 
costal nerve  section  are  disappointing.  Relentless 
pain  from  Pancoast  tumors  can  be  relieved  by 
removal  of  the  tumor  even  though  it  is  not 
possible  to  perform  a curative  resection.  Osteo- 
arthropathy may  cause  marked  pain  and  swell- 
ing in  the  limbs.  Palliative  resection  of  the 
offending  tumor  will  give  immediate  relief.  If 
resection  is  not  technically  possible,  unilateral 
thoracic  vagotomy  may  be  equally  effective. 
Oceasionally  palliative  pulmonary  resection  may 
be  indicated  for  the  above  symptoms  even 
though  it  is  known  before  thoracotomy  that  cure 
is  not  possible.  Thoracotomy  and  pulmonary  re- 
section for  the  known  incurable  patient  has  a 
high  postoperative  morbidity  and  mortality.  It 
should  not  be  performed  unless  symptoms  are 
severe.  We  avoid  palliative  pneumoneetomy. 
Palliative  surgery  for  superior  vena  eaval  ob- 
struction caused  by  a malignant  tumor  is  rarely 
suecessful  and  does  not  justify  the  risk.  We  have 
not  had  experience  with  cordotomy  or  lobotomy 
for  the  treatment  of  severe  pain  from  lung 
cancer. 


Radiation  Therapy 

Radiation  therapy  will  not  cure  lung  eancer 
nor  will  it  usually  prolong  life.  Nevertheless,  it 
will  often  relieve  distressing  symptoms  from  lung 
cancer.  Pain  whieh  results  from  extension  of 
tumor  or  metastases  to  bone  is  usually  relieved 
by  local  radiation  therapy.  It  will  frequently 
relieve  the  symptoms  and  findings  of  superior 
vena  caval  obstruction.  Airway  obstruction,  pul- 
monary atelectasis,  and  lung  abscess  which  are 
due  to  eancer  are  often  helped  by  radiation 
therapy.  Large  unsightly  scalene  lymph  node 


metas":ases  usually  resolve  following  radiation 
treatment.  We  have  not  found  good  correlation 
between  cell  type  and  benefit  from  radiation. 

A few  of  the  most  spectacular  resolutions  of 
cancer  that  we  have  seen  have  been  “radio- 
resistant” adenocarcinomas.  Unfortunately,  re- 
lief of  symptoms  following  radiation  therapy  is 
not  usually  permanent,  but  relief  obtained  is  of 
great  importance  to  a miserable  patient.  We 
reserve  palliative  radiation  therapy  for  the  treat- 
ment of  symptoms.  We  do  not  radiate  incurable 
or  nonresectable  tumors  which  are  asympto- 
matic. We  prefer  to  wait  until  symptoms  devel- 
op. When  this  occurs  we  are  then  in  a position 
to  offer  treatment  which  is  effective  for  the 
relief  of  symptoms.  The  major  reason  for  this 
attitude  is  that  radiation  therapy  is  not  curative 
and  does  not  prolong  life.  It  does  have  the  dis- 
agreeable features  of  morbidity,  and  expense  of 
the  patient’s  time  and  money. 

Chemotherapy 

No  drug  has  been  found  which  can  cure  lung 
cancer  and  no  drug  has  been  found  which  will 
significantly  prolong  life  of  patients  suffering 
from  lung  cancer.®  After  many  years  of  exper- 
ience with  many  anticancer  drugs,  chemotherapy 
for  the  treatment  of  lung  cancer  must  still  be 
regarded  as  experimental.  The  morbidity  of 
chemotherapy  is  real  and  the  effects  are  ques- 
tionable. There  is  a great  need  for  an  effective 
agent.  Continued  carefully  studied  and  con- 
trolled administration  of  new  drugs  must  be 
performed  in  the  hope  that  an  effective  agent  ; 
will  be  forthcoming.  The  results  of  drugs  which  ^ 
have  been  studied  to  date  are  discouraging.  De-  ; 
livery  of  concentrated  dosages  into  the  pulmon- 
ary or  bronchial  arteries  on  the  side  of  the  cancer  i 
has  not  been  of  significant  value. 

Summary 

Lung  cancer  is  the  most  common  cause  of 
death  from  cancer  in  this  country.  It  causes  one 
of  seven  deaths  from  cancer  and  twice  as  many 
deaths  in  males  as  the  next  most  lethal  cancer. 
The  results  of  efforts  to  stop  this  midcentury 
epidemic  or  to  cure  the  disease  have  been  neg- 
ligible. Reduction  of  cigarette  smoking  may  be 
the  best  way  to  interrupt  this  devastation,  al- 
though an  annual  expenditure  of  over  $230,000,- 
000  by  tobacco  companies  to  promote  smoking 
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is  difficult  to  counteract.  Attempts  at  ablation 
of  lung  cancer  by  surgery,  radiation,  and  chemo- 
therapy have  been  discouraging.  Methods  to 
accentuate  host  resistance  may  be  more  reward- 
ing. Resectional  surgery  is  the  only  current 
therapy  which  will  cure  lung  cancer.  It  will  cure 
about  one-fourth  of  patients  so  treated,  but 
resection  is  not  feasible  for  most  patients  with 
lung  cancer.  Therefore  only  6 out  of  100  can  be 
cured.  Perhaps  one  candle  is  better  than  dark- 
ness. 
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■n  one  double-blind  program 
Evolving  diet,  close  doctor/patient 
Cooperation,  exercise,  posture 
pstruction,  and  follow-up  visits,  93 
dbese  patients  received  Preludin  or 
I placebo. The  drug  and  placebo  were 
jlternated  every  four  weeks.  This 
Procedure  lasted  from  8 to  3 5 weeks. 

I 

'^iixty-one  percent  of  the  patients 
bst  more  weight  on  Preludin 
nan  on  placebo.  In  fact,  they  lost 
n average  1.9  pounds  per  week— 

I 

reludin^tablets of  25  mg, 
jidurets®  prolonged-action  tablets ot  75  mg. 
Iosage.'0ne25  mg.  tablet  two  or  three  times  daily, 
;one75 mg,  Enduretstabletonce daily. 
ipntraindications:  Severe  coronary  artery  disease, 
yperthyroidism,  severe  hypertension,  nervous 
'Stability,  and  agitated  prepsychotic  states.  Do 
X use  with  other  CNS  stimulants,  including 
AO  inhibitors, 

arning:  Do  not  use  during  the  first  trimesterot 
'egnancy  unless  potential  benefits  outweigh 
pssible  risks.  . 

yecautions:  Use  with  caution  in  moderate  hyper- 
iinsion  and  cardiac  decompensation.  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  eSA'dii ■ 

Under  license  from  Boehringer  Ingelheim  G.m  i'.  ,, 
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SQUIBB  MOTES  OM  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs;  the 
heart,  the  kidney,  the  brain. 


‘‘Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

‘‘.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 

“In  short,  treatment  is  indicated. ”i 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.;  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 
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flumethiazide  (4  mg.)  and  Potassium  Chloride  (400  mg.)  : 
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ited  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to  the 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

^ Spacious,  year  ’round  outdoor  recreation  area 
Heated  swimming  pool 

Modern,  comfortable  rooms 


• Open  medical  staflf  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of : 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Street 
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this  issue:  the  common  cold  and  the  aging  patient 


the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

the  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
fever  and  secondary  infection  associated  with  the 
common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Adverlisemeni) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lov/er  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  . 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement) 


REGIONAL  WEATHER  EORECAST 

Heavy  Rains,  Local  Flooding,  Snow  and  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 
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timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed* 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TirosojiDraiDDirak' 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. V/ARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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Arizoxa  Medicine 


PRESIDENT’S  PAGE 


One  of  our  colleagues  told  of  a mother  who 
brought  in  her  five-year-old  boy  with  an  ingui- 
nal hernia.  After  arrangements  had  been  made 
for  surgery  the  mother  announced  that  they  be- 
longed to  a religious  group  that  did  not  accept 
or  permit  the  transfusion  of  blood,  and  asked 
the  doctor  to  promise  that  he  would  not  admin- 
ister blood  to  the  child  regardless  of  need. 

The  physician  told  her  that  he  had  never  had 
to  transfuse  a child  undergoing  a hernia  repair 
and  that  the  chances  that  such  transfusion  would 
be  needed  were  less  than  a thousand  to  one,  but 
nevertheless  could  not  have  restrictions  placed 
on  his  training,  experience  and  judgment  in  an 
attempt  to  help  his  patient. 

The  mother,  true  to  her  convictions,  cancelled 
the  surgery  and  went  elsewhere  to  find  a surgeon 
who  gave  her  such  a promise,  supposedly.  At 
any  rate,  the  child  had  surgery  at  other  hands 
a few  weeks  later. 

What  position  the  physician  should  take  under 
these  circumstances  is  a matter  of  individual 
conscience,  but  the  problem  poses  interesting 
ethical,  philosophical  and  moral  questions. 

If  a patient  has  the  right  to  determine  whether 
or  not  he  shall  be  operated  upon,  does  he  have 
the  right  by  the  same  token  to  impose  restric- 
tions that  might  affect  the  outcome  of  that 
operation? 

What  about  children  who  do  not  make  deci- 
sions as  to  whether  or  not  they  will  undergo 
surgery  in  the  first  place?  Does  one  acquire  the 


religious  convictions  of  one  or  both  parents  by 
inheritance,  inunction,  or  perhaps  by  persuasion 
over  the  passage  of  years? 

What  about  the  doctor?  Is  he  in  the  position 
of  a tradesman  who  is  told  when  and  how  high 
to  build  a shelf,  when  he  is  told  what  use  of  his 
skill  and  knowledge  he  may  employ  and  what 
he  may  not? 

The  sincerity  of  patients  who  will  not  accept 
blood  cannot  be  questioned.  They  believe  they 
have  a direct  command  from  God  not  to  have 
anything  to  do  with  blood  or  blood  products, 
and  that  death  is  preferable  to  breaking  this 
commandment. 

The  question  for  the  doctor  to  decide  is 
whether  he  can  lend  himself  to  a situation  where 
he  must  be  a party  to  permitting  someone  to  die 
when  they  might  be  saved  by  the  use  of  blood. 

The  decision  might  be  easier  with  an  older 
patient,  but  the  basic  fundamentals  are  much 
the  same.  I suppose  the  physician  can  be  of  more 
help  by  lending  what  skill  is  permitted  than  by 
refusing  to  do  anything  if  restrictions  are  im- 
posed upon  him.  Still,  if  a physician  cannot 
accept  these  restrictions,  the  patient  should  ap- 
preciate the  fact  that  to  some  doctors  failure  to 
do  something  that  might  save  a life  is  just  as 
onerous  as  deliberately  doing  something  that 
would  take  a life. 

We  have  no  official  policy.  What  do  you  think 
about  this?  The  Editor  would  probably  be 
delighted  to  print  your  opinions  if  you  write  me. 

Paul  B.  Jarrett,  M.D. 
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^ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vz  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vz  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


DEAN'S  PACE 


ADMISSION  TO  MEDICAL  SCHOOL 


When  the  Arizona  Medical  School  Study  was 
published  in  the  summer  of  1961  it  contained 
the  statement:  “Data  accumulated  by  the  Study 
Staff  suggest  that  by  1970  there  mil  be  more 
than  50,000  students  enrolled  in  Arizona  univer- 
sities and  colleges.”  Most  estimates  and  projec- 
tions of  this  kind  are  received  with  scepticism 
bordering  on  frank  disbelief  in  spite  of  the  fact 
that  the  majority  of  them  are  overly  conservative 
when  they  are  made.  The  result  is  that  they 
usually  underestimate  the  true  state  of  affairs. 
This  has  already  proven  to  be  true  in  Arizona 
where  the  projection,  when  made,  was  thought 
to  be  exaggerated.  However,  the  figure  of  50,000 
students  enrolled  in  Arizona  universities  and 
colleges  turns  out  to  have  been  realized  not  in 
1970  but  in  1964! 

This  remarkable  growth,  when  added  to  the 
immense  interest  which  has  developed  subse- 
quent to  the  announcement  that  a medical  school 
would  be  started  in  Arizona,  has  had  an  impact 
on  the  application  rate  for  admission  into  the 
first  medical  school  class  that  can  only  be  de- 
scribed as  overwhelming.  Prior  to  accepting  the 
applications  themselves,  we  had  had  over  1,200 
letters  of  inquiry  from  persons  who  were  either 
potential  students  or  the  parents  of  such  students. 
The  first  application  blanks  were  mailed  from 
our  office  late  this  last  summer,  each  in  response 
to  a specific  request.  By  mid-September  we  had 
mailed  650  and  we  are  cmrently  responding  to 
these  requests  at  the  rate  of  about  ten  per  day. 
Applications  close  on  January  15,  1967.  Of 
course,  each  potential  student  may  be,  and 
usually  is,  applying  to  several  different  medical 
schools.  Therefore,  these  numbers  do  not  reflect 
the  actual  competition  which  each  applicant 
faces;  but,  the  unexpectedly  large  number  of 
applications  does  mean  that  competition  for 
places  in  the  entering  class  will  be  quite  severe. 
And,  since  it  will  be  necessary  to  hold  the  size 
of  the  entering  class  to  32  for  the  first  two  or 
three  years  (until  we  are  certain  that  the  basic 
science  and  clinical  faculty,  facilities  and  sup- 
porting services  are  ready  for  the  load),  the 
competition  will  be  even  greater. 


Some  candidates  will  be  much  better  pre- 
pared for  entrance  into  medical  school  than 
others  and  those  who  are  charged  with  the  re- 
sponsibility for  selecting  the  first  class  will  al- 
ready be  well  along  in  this  effort  to  do  so  even 
as  this  message  is  being  read.  In  the  meantime, 
we  have  a great  deal  of  evidence  that  many  of 
Arizona’s  physicians  are  becoming  involved  as 
“advisers”  or  as  “friends”  of  applicants.  This  is 
as  it  should  be  and,  with  the  hope  that  a little 
additional  information  may  be  helpful  to  those 
of  you  who  are  so  involved,  the  following  mater- 
ial is  summarized. 

Other  factors  aside  for  the  moment,  prefer- 
ence will  be  given  to  the  student  who  is  a legal 
resident  of  the  state  of  Arizona.  Second,  we  will 
probably  favor  candidates  from  the  WICHE 
states  which  do  not  have  medical  schools  oper- 
ating within  their  jurisdiction  (Alaska,  Idaho, 
Montana,  Nevada,  Wyoming).  This  policy,  of 
course,  is  intended  to  be  of  assistance  to  the 
remaining  WICHE  states  by  decreasing  tlieir 
out-of-state  loads  so  they  can  do  a more  equitable 
job  in  servicing  their  own,  resident  students. 
Third  preference  will  go  to  students  who  are 
residents  in  the  remaining  WICHE  states  (Cali- 
fornia, Colorado,  Oregon,  Utah  and  Washing- 
ton) since  these  are  the  states  which  have  ac- 
cepted the  responsibility  for  training  so  very 
many  of  our  students  up  to  now.  After  these 
states  come  the  others.  Note  tliat  two  WICHE 
states  (Hawaii  and  New  Mexico)  are  classed 
with  the  “others”  since  these  states  have  not  pre- 
viously educated  Arizona  students  in  medicine 
but  now  have  new  medical  schools  themsehes. 

We  have  had  a modest  number  of  applications 
from  students  from  other  countries  but  it  seems 
unlikely  that  we  will  do  anything  to  encourage 
such  applications,  especially  at  this  early  stage, 
since  the  local  obligation  is  so  heavy  and  since 
we  cannot  license  such  students  later  if  they 
were  to  graduate  from  our  school. 
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time 

isH? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

if^time 
to  tine. 


Tuberculin. 


Tine 


(Rosenthal) 


Test 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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EDITORIALS 


PRINCIPLES  OF  MEDICAL  ETHICS 


SECTION  7 

In  the  practice  of  medicine  a physician 
should  limit  the  source  of  his  professional 
income  to  medical  services  actually  rendered 
by  him,  or  nnder  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate 
with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor 
receive  a commission  for  referral  of  patients. 
Drugs,  remedies  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  pro- 
vided it  is  in  the  best  interests  of  the  patient. 

SECTION  8 

A physician  should  seek  consultation  npon 
request;  in  doubtful  or  difficult  cases;  or 
whenever  it  appears  that  the  quality  of 
medical  service  may  be  enhanced  thereby. 

Ezra  Pound  wrote: 

“They  will  come  no  more. 

The  old  men  with  beautiful  manners.” 

In  the  limbo  of  medical  school  — and  it  really 
was  an  abode  of  forsaken  spirits  — there  was 
little  time  for  intelleetual  pursuit  or  for  the 
development  of  aesthetic  taste.  The  easualty  is 
that  cultural  growth  seems  to  stop  alongside 
physical  growth  in  those  who  enter  the  leisure- 
less professions:  they  enjoy  no  richer  music  than 
they  heard  at  high  school  dances. 


Nowhere  is  the  doctor’s  breeding  more  appar- 
ent than  in  the  hospitality  of  consultation.  It  is 
as  if  the  attending  physician  and  his  patient  are 
to  be  host  and  hostess  to  the  specialist,  their 
gnest. 

The  invitation  will  be  worded  politely,  of 
course,  and  never  with  rudeness  to  the  office 
nurse  or  secretary.  And  the  invitation  will  surely 
take  into  consideration  the  fact  that  the  con- 
sultant has  a schedule  of  his  own.  He  is  not  just 
perusing  journals,  idly  awaiting  a call.  Lastly, 
the  specialist  will  not  be  euchred  into  the  humil- 
iation of  arriving  to  examine  a patient  who  has 
neither  approved  nor  even  been  informed  of 
his  coming. 

The  thoughtfulness  of  the  consultant,  on  the 
other  hand,  cannot  always  be  taken  for  granted. 
He  must  remember  that  he  is  a guest.  He  will 
not  keep  his  host  waiting  indefinitely.  Pie  will 
not  barge  in  and  take  over.  He  will  not  be 
patronizing  nor  preen  his  own  feathers  by  making 
arbitrary  or  trivial  changes  in  the  orders  or  in 
the  wording  of  the  attending  physician’s  diog- 
nosis. 

In  all  the  praetice  of  medicine  there  can  be 
no  more  inspiring  and  mutually  reA\ardiug  an 
experience  than  having  or  being  a consultant. 
Noblesse  oblige. 

William  R.  McGrath,  M.D. 
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NAME:  DOCTOR  OR  PHYSICIAN 

Leslie  B.  Smith,  M.D. 


Through  the  lips  of  Juliet,  Shakespeare  ques- 
tioned “What’s  in  a name?”  By  adding  “That 
which  we  call  a Rose  by  any  other  name  would 
smell  as  sweet”  he  suggested  that  a name  may 
not  be  important.  However,  the  application  of 
names  with  meaning  is  indispensable  to  the  form- 
ulation of  ideas,  images  and  their  classification. 
Descriptive  words  and  phrases,  which  designate 
certain  features,  equalities  and  characteristics, 
give  the  name  sufficient  distinctive  attributes  to 
place  it  into  recognized  categories  or  a sq^ecific 
image. 

During  the  last  three  decades  the  Public 
Image  of  the  Medical  q>rofession  and  its  doctors 
has  deteriorated  ignominiously  (LIFE,  June  24, 
July  15,  1966). 

There  are  many  factors  to  be  reckoned  in 
answer  as  to  why  this  change  in  image  has  come 
about.  What  role  has  been  q>layed  by  using  the 
title  Doctor  rather  than  Physician?  Possibly,  as 
was  suggested  by  Shcikespeare,  “ ’Tis  but  thy 
name  that  is  my  enemy.” 

There  has  been  some  modification  of  the  belief 
that  doctors  are  caq>able,  lovable,  considerate, 
“horse-and-buggy  servants,”  who  are  unselfish 
in  the  ministration  of  their  q^ersonal  services.  It 
is  paradoxical  that  these  conceptions  could  and 
did  change,  for  the  worse,  during  a q^eriod  in 
which  the  quality  of  medical  care  was  the  high- 
est ever  known,  and  the  standard  of  living  ex- 
ceeding any  imaginary  conceq)tions.  However, 
with  the  miracles  of  the  antibiotics,  vascular  sur- 
gery, etc.,  the  qTeoqole  became  coinq^lacent  while 
they  lost  many  freedoms. 


We  shall  not  in  this  sqrace  debate  the  issues. 
There  has  been  wanton  villification  of  the  med- 
ical q^rofession  which  continues.  Some  well  in- 
tending citizens  and  qToliticians,  through  misin- 
formation, were  actually  duped  into  falsely  be- 
lieving that  a socialistic  state  would  be  preferable 
to  our  Reqaublic. 

The  socialization  of  Medicine  has  been  rec- 
ognized as  the  Keystone  of  the  Socialist  State; 
hence  it  was  essential  to  their  cause  that  the 
wholesome  image  of  the  doctors  and  their  med- 
ical qDrofession  should  be  replaced  with  a grue- 
some, reqjulsive  q^icture  which  would  destroy  or 
lessen  their  influential  social  qTOsition. 

The  Saturday  Evening  Post  became  so  emo- 
tionally unrestrained  during  the  raq^id  shifting 
to  the  left  that  it  stated  “The  doctors  as  a grouqT 
have  in  essence  been  against  everything  that 
America  has  been  for.”  This  unsuqTqTortable  accu- 
sation had  been  q^roposed  by  the  Socialist  Party, 
and  its  members,  and  non -member  national  so- 
cializers,  labor  leaders,  and  directors  of  their 
Committee  on  Public  Education.  Many  hundreds 
of  articles  were  written.  Illustrations  of  a few 
are  “The  ConsqTiracy  of  Silence”  by  PhiliqT  Wylie, 
“Ghost  Surgeons,”  “Why  Doctors  Should  Be  In 
Jail,”  and  “Why  You  Can’t  Afford  To  Be  Sick.” 
Yet,  there  were  still  those  who  resq^ected  their 
Doctor.  After  PhiliqT  Wylie  wrote  q:>agc  after 
qTage  emqThasizing  doctors’  weaknesses  and 
wrongdoings,  he  stated  “For  I luue  no  doubt 
that,  among  all  human  beings,  on  the  Great 
Ledger  of  Sacrifice,  Integrity  and  Absence  of 
HyqTOcrisy,  doctors  stand  first  — c\cn,  in  m\ 
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opinion,  above  clergymen!  That  does  not  prevent 
me,  however,  from  claiming  that  their  studied 
avoidance  of  a certain  kind  of  responsibility  for 
themselves  amounts  to  a moral  racket.” 

The  most  recent  of  such  careless  reporting 
(LIFE,  June  2 and  14,  1966)  wails  about  the 
doctors  who  own  pharmacies  and  profit  exces- 
sively by  the  sale  of  their  products,  including 
glasses.  The  physicians  have  fought  this  begin- 
ning with  Hippocrates,  500  B.C.  Even  though  it 
is  the  3%  to  5%  incorrigibles  who  so  offend  so- 
ciety, it  is  wrong,  and  the  profession  will  try  to 
stop  this  exploitation. 

James  Bryce  stated  that  “Medicine  is  the  only 
profession  that  labors  incessantly  to  destroy  the 
reason  for  its  own  existence.” 

The  Medical  profession  has  had  no  need  to 
bow  its  head  in  shame  because  of  its  achieve- 
ments in  the  improvement  of  the  health  of  our 
people.  The  records  are  clear,  available  and  with 
tangible  evidence  about  us  at  all  times.  The 
accomplishments  were  frequently  due  to  the  ur- 
gently solicited  cooperation  and  direction  of  the 
Legislative  and  Executive  branches  of  govern- 
ment — from  the  precinct  to  the  White  House. 

We  need  only  to  reflect  upon  purposes  of  the 
founding  of  the  American  Medical  Association 
which  were  chiefly  concerned  with  the  control 
of  the  quality  of  medical  education,  the  elim- 
ination of  Quackery  and  witching,  the  enactment 
of  laws  to  improve  the  sanitation  for  health’s 
sake,  and  the  licensing  of  Doctors  of  Medicine 
by  the  separate  states  to  eliminate  the  unquali- 
fied. 

It  is  absurd  that  it  is  necessary  to  so  frequently 
remind  the  people  to  count  their  blessings  by 
reference  to  the  increase  in  the  life  span,  the 
virtual  elimination  of  those  diseases,  which  killed 
by  the  millions,  such  as  smallpox,  typhoid  fever, 
tuberculosis,  pneumonia,  many  so-called  “chil- 
dren’s diseases,”  malaria  and  yellow  fever. 

During  all  this  disfiguring  of  the  doctor’s 
public  image,  particularly  the  organized  profes- 
sion, periodic  accurate  surveys,  polls,  group  and 
individual  studies  repeatedly  showed  that  about 
everybody’s  personal  physician  was  an  admired, 
dependable,  willing  person  who  was  not  guilty 
of  overcharging,  selfishness  or  a disinterested 


person  who  robbed  with  a scalpel  rather  than 
a gun.  Paradoxically,  these  same  citizens  were 
willing  to  believe,  and  did  so,  that  about  all 
other  members  of  the  medical  profession  were 
obvious  guilty  offenders. 

This  incongruity  is  beyond  any  sense  of  logic. 
It  is  as  faulty  as  the  statement  “I  know  and  see 
one  black  sheep  in  the  flock,  therefore  all  sheep 
are  black.” 

There  are  many  varieties  of  doctors  attested 
by  their  academic  degrees  (DDS,  DO,  DVM, 
PhD,  Doctors  of  Chiropractic,  Optometrists, 
etc.),  and  many  kinds  of  medical  doctors.  Could 
it  be  that  misidentification  has  occurred  because 
the  medical  profession  has  failed  to  recognize 
and  be  classified  under  the  proper  nomenclature? 
What  application  is  the  most  fitting  for  the 
doctors  of  medicine  that  would  distinguish  the 
physicians  from  the  heterogenous  groups  who 
are  now  referred  to  as  doctors  — physicians,  med- 
ical physicians,  healers,  medical  healers,  medical 
scientists,  medicine,  medical  profession,  surgeon 
or  Doc? 

It  IS  fun,  as  well  as  revealing,  to  do  a little 
parlor  research.  Select  a few  of  the  names  so 
frequently  used  to  specify  doctors  of  medicine 
and  ask  your  friends  — or,  since  “doctors  no 
longer  have  friends,”  enemies  will  suffice  — to 
describe  to  you  the  image  of  the  persons  they 
associate  with  the  respective  names,  along  with 
the  mention  of  their  emotional  responses  to  each. 

A historical  survey  may  delightfully  dispell 
some  of  the  apprehensions  by  affirmation  of 
Medicine’s  contributions  to  society,  its  positions 
and  responsibilities.  All  of  which,  at  this  time, 
may  give  needed  comfort  to  the  deflated  egos. 

Eor  over  three  thousand  years  the  name  of 
PHYSICIAN  has  been  attached  to  those  recog- 
nized to  have  talent,  knowledge  and  training  in 
the  arts  of  healing. 

During  the  Greek-Roman  period  (2000  B.C. 
to  A.D. ) “The  sick  flocked  to  the  temples  of 
Imhotep  (Grand  Vizier  of  King  Zoser),  as  it 
was  (2000  years  later)  in  the  temples  of  Aescu- 
lapius.” He  was  a renowned  physician  from 
Thessaly  who  was  named  the  God  of  Healing 
about  293  B.C. 

The  teachings  of  Hippocrates  down  through 
the  centuries  have  been  the  greatest  influence 
for  good.  He  realized  the  necessity  for  love  and 
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kindness;  that  healing  of  the  siek  was  the  pri- 
mary dedication  of  physicians  and  that  they  do 
not  seek  unsavory  acclaim.  He  indelibly  im- 
pressed that  the  physician  must  maintain  the 
highest  moral  standards. 

Prior  to  and  even  during  the  renaissance  ( f 450 
B.C.-30  A.D. ) the  name  doctor  was  seldom  used 
except  as  it  applied  to  civil  law.  Almost  from  the 
beginning,  as  evidenced  by  Joseph,  “Physician” 
has  been  used,  as  was  “rapha,”  to  designate  a 
professional  physician. 

The  first  degree  of  Doctor  was  issued  toward 
the  end  of  the  12th  century  in  Babylonia  in  civil 
law  — later  the  doctorate  degree  was  issued  to 
distinguish  those  individuals  who  accomplished 
high  academic  levels.  For  many  years  the  holders 
of  M.D.  degrees  exceeded  all  others.  The  title 
“Doctor,”  by  usage,  almost  exclusively  meant 
Doctor  of  Aledicine.  As  education  enlarged  rap- 
idly in  the  19th  and  20th  centuries,  numerous 
doctorate  degrees  were  earned  by  those  who 
were  not  associated  with  the  art  or  science  of 
healing. 

Over  a historic  period  of  about  5000  years  the 
name  of  Physician  has  been  used  to  specify 
healers.  Virtually  all  healers  are  trained  in  the 
art  and  science  of  Medicine  who  qualify  for  a 
doctor’s  degree  in  medicine,  with  further  qual- 
ifications as  attested  by  a license  granted  by  the 
various  states.  Most  of  the  religious  healers  are 
not  to  be  recognized  as  uncontrolled  healers,  as 
long  as  their  acts  conform  to  the  established 
tenets  of  a group. 

Joseph  used  the  name  Physician  in  reference 
to  those  trained  and  gifted  in  the  healing  arts  — 
the  doctor  medicine.  For  about  5000  years  the 
name  physician  was  almost  singrdarly  confined 
to  medical  healers.  The  Ancient  Priests,  as  heal- 
ers, along  with  the  primary  indelible  influences 
of  Hippocrates,  endowed  the  healing  profession 
with  an  undeniable  enviable  morality. 

The  man  from  Galilee  did  not  call  himself  a 
doctor,  a title  to  which  he  was  entitled  at  that 
time  — he  said  unto  them,  “Doubtless  ye  will  say 
unto  me  this  parable,”  ‘Physician,  heal  thyself.” 

Those  who  have  been  awarded  a doctorate 
degree  in  medicine  are  physicians  trained  in  the 
healing  arts  and  science  of  medicine.  Collectively 
they  form  the  Medical  Profession.  The  accom- 
plishments of  these  noble,  dignified  healers  from 
ancient  time  through  today  entitle  them  to  be 
set  apart  from  the  many  non-medical  doctors,  as 
only  the  name  PHYSICIAN  does. 


FOR  YOUR 
PERMANENT 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


OMNIPEN 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

"^Exclusive  oj  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mirahilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SGOT  values  ot  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  'I'here  have 
been  no  reports  ot  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  P; 
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ROBERT  L.  BEAL,  M.O. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEiLY,  Ph.D. 
GEORGE  G SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


psycho^ 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


am  4-4111 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 
Sidney.  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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IN  MEMORIAM 


^ko^ess'ma^  QAiay . . . 


When  You  Have 
A Checking  Account 
at  First  National  Bank, 
You  Enjoy  These 
Exclusive  Features: 


FREE  IMPRINTED 
MURAL  DESIGN  CHECKS 

with  full  name  and  address! 

GUARDIAN  CHECK  CASHING 
SERVICE 

for  easy  check-cashing  identification! 


CREDIT  RESERVE 


the  revolving  loan  you  may  write 
through  your  checking  account! 


Eugene  A.  Gatterdam,  M.D. 
1892-1966 


Eugene  A.  Gatterdam,  known  as  ‘Gene’  to  his 
many  friends,  was  born  in  LaGrosse,  Wisconsin, 
moving  to  Arizona  in  1921  where  he  was  on  the 
staff  of  Fort  Whipple  in  Prescott.  In  1930  he 
came  to  Phoenix  and  was  in  practice  here  until 
his  death. 

Dr.  Gatterdam  was  one  of  the  pioneers  in  the 
field  of  allergy,  especially  in  Arizona  where  he 
was  an  authority  on  the  local  pollen  bearing 
plants.  He  was  also  nationally  known  in  this 
field. 

Gene  was  a born  fisherman.  His  second  home 
was  Rocky  Point,  a place  he  did  much  to  develop, 
and  it  saw  him  every  week-end  of  sailfish  season. 
His  arrival  there  was  a sign  for  all  sailfish  to 
head  for  the  Pacific  or  hang  up  and  be  photo- 
graphed beside  him.  He  had  a permanent  room 
at  Hotel  Penasco  and  did  much  to  help  the 
people  of  Rocky  Point,  and  cement  American- 
Alexican  relations. 

He  specialized  in  using  a bass  rod  and  eight- 
pound  test  line  when  he  wanted  to  show  off, 
but  when  fishing  for  trophy  sails  or  dolphin,  he 
used  a thirty-six  pound  line  and  a 250-yard  Penn 
level  wind  reel  and  a six-foot  glass  rod.  His  record 
was  a 152-pound  sailfish. 

His  dedication  and  care  for  his  patients  was 
in  the  finest  tradition  of  the  medical  profession. 
He  was  greatly  loved  by  all  of  them. 

I have  lost  a very  dear  friend  and  partner, 
and  we  who  were  his  friends  are,  I am  sure, 
joined  by  those  in  Rocky  Point  in  saying  ‘ADIOS 
AMIGO.’ 

John  F.  McKenna,  M.D. 
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^(fuau)  peak 


Pitk^ 


^ketche^ 

Pieneef  Pk^ieiaM 
k)f  th-^  fuiek  jake 


ITEM 

Passing  a Pickei  Line 

Whilst  strolling  along  Canyon  Diablo,  mounted 
on  a sturdy  dromedary  — one  lump  — a torn, 
tattered  notebook  caught  our  eye  before  said 
beast  could  sniff  and  devour  it.  ’Twas  indeed 
an  account  by  the  late  Dr.  Brain  — affectionately 
known  as  Shorty  Brain  to  his  colleagues  — one- 
time psychiatrist  in  a motor  city  of  the  Midwest. 
Whilst  Shorty  Brain  never  had  a couch  in  Ari- 
zona Territory  — his  ingenuity  may  catch  your 
fancy. 

Now  if  there  was  any  delicacy  that  teased  the 
taste  of  Shorty  Brain  more  than  Mary  Lee  Can- 
dies, he  failed  to  note  it  in  his  “diary”  which 
somehow  came  to  rest  in  Canyon  Diablo.  Wliilst 
the  Royal  Duke  may  have  discarded  his  Mistress 
Clarke,  the  fact  that  marching  pickets  surround- 
ed Alary  Lee’s  Sweet  Shoppe,  this  did  not  cool 
our  doctor’s  ardor. 

Dost  thou  not  feel  these  streams  of  collative 
nervous  impulses  jumping  the  good  Doctor’s 
Synapses?  With  the  winter  season,  it  was  easy 
to  conceal  the  dreaded  weapon:  Doctor  Shorty 
Brain  strolled  confidently  into  the  midst  of  the 
pickets,  shouted  “gas.”  The  disappearing  pickets 
were  so  temporarily  decerebated  by  this  das- 
tardly deed,  that  they  retreated  precipitously 
without  shouting  the  Union  battlecry  “Scab.” 

This  is  how  the  good  Doctor  Shorty  Brain 
passed  the  picket  line  to  pay  his  affection  to 
Alary  Lee’s  confections! 


ITEM 

A letter  from  Kingman,  Arizona,  relates  some 
of  the  problems  encountered  by  the  Health 
Officer  there,  this  is  dated  Feb.  21,  1916. 

“Dear  Doctor  Looney: 

“Nearly  all  of  us  over  here  have  been  run  to 
death  and  I find  I have  to  get  away  for  a while 
to  prevent  a break-down.  I think  the  affairs  at 
Oatman  are  in  a way  to  a satisfactory  solution. 
The  garbage  question  is  to  be  settled  by  their 
Chamber  of  Commerce  . . . the  Supervisors  wiU 
appoint  the  man  getting  the  contract  a deputy- 
ship,  so  that  the  red  tape  will  be  eliminated. 
The  County  will  build  four  public  toilets,  each 
one  accommodating  about  25,  that  is  20  places 
on  the  men’s  compartment  and  5 or  6 for  the 
women.  The  question  of  a disinfectant  is  a 
serious  one.  The  prices  quoted  for  chlorinated 
lime  FOB  Chicago  is  14  cents  per  pound,  this 
would  mean  something  like  25  cents  a pound  in 
Oatman.”  He  goes  on  to  say  that  “the  digging 
of  the  holes  over  in  Oatman  requires  dynamite 
and  about  $50.00  to  the  hole,  so  that  it  is  not  a 
popular  pastime.” 

This  would  suggest  the  relative  proportion  be- 
tween the  male  and  female  population  or  does 
it  really  indicate  that  there  was  a disproportion 
of  diarrhea  amongst  the  male  populous?  In  any 
event  I think  the  writer  put  it  quite  succinctly 
when  he  said  that  digging  a hole  in  Oatman  was 
not  a popular  pastime  in  1916. 

John  W.  Kennedy,  ALD. 
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wonder 
about  a 
drug  for 
your 


patient 


activity  doesn’t 
stop  wiien 
dosage  does 

IDECLOMYCIK 

DEMETHYLCHLORTETRACYCLINE 
300 mg  FILM  COATED  TABLETS 

are  made  for  b.Ld. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg;';  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

LEDERLE  LABORATORIES 

a Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Adaptation  from 
Shakespeare  Rare  Print 
Collection 


‘‘Give  me  a bowl  of  wine 

-in  this  I bury 
all  unkindness” 

-SHAKESPEARE 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  in- 
vestor, a pal  of  Francis  Drake  and  Walter  Raleigh,  much  ad- 
mired by  Queen  Elizabeth,  and  a tophole  poet  and  playwright 
— but  no  physician. 


Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of 
wine  in  cases  of  stress,  as  you  can  see  above. 


Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with 
your  meals  for  your  own  personal  stress.  Doctor,  in  your  rug- 
ged profession. 

Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 
24-page  folder,  “WINE  COOKERY  THE  EASY  WAY,’’  which 
will  help  her  to  relax  in  the  kitchen  [and  help  you  at  the  bar- 
becue). We’ll  mail  it  to  you  (free)  if  you’ll  just  drop  us  a note 
on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page 
booklet,  “USES  OF  WINE  IN  MEDICAL  PRACTICE,’’  which 
summarizes  a quarter  century  of  scientific  research,  in  Amer- 
ica and  Europe,  as  an  aid  to  your  profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 

As  you  know,  wine  stimulates  gastric  flow;  can  help  the  con- 
valescing patient;  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorption 
syndrome— and  helps  hospital  and  geriatric  home  morale. 
Shakespeare  had  a good  idea  there.  And  many  physicians  and 
hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine.  Doctor— to  your  health! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1.  SAN  FRANCISCO,  CAUF.  94103 


November,  1933 
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tablets 


(norethindrone  2 mg.  c mestranol  •/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  elfectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher.  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
ti nez-Manau  to  u,J.,  and  Maqueo.-Topete,  M : Fertil  Steril 
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W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  n'.  entN  -five  years  have  passed 
since  the  disco\  ery  of  the  diuretic  activ- 
it\-  of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
b\  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase.-  the  enzyme  re- 
sponsible for  con\erting  carbon  diox- 
ide and  water  to  h\  drogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anh>  drase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.-’ 

it  was  twelve  long  years  after  the 
first  report  of  the  une.xplainahle  side 
eft'ect  (.metabolic  acidosisl  that  it  was 
finally  show  n that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.-*  How  e%  er.  the  possibil- 
ity of  toxic  efi'ects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic. 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  he  more 
effecti\  e diuretics. 

Tne  most  important  of  these  early 
comp '’’"ds.acetazolamide.  enjoyed  sev- 
eral years  of  fairly  wide  clinical'  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity w as  several  hundred  times  greater 
than  that  of  sulfanilamide.**  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbona.e  ions,  but  also  the 
excretion  of  potassi-am.*  And.  like  its 
predecessor,  aceiazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.' 

The  ‘thiazides'— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis. investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  sNnthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1 1 0th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme."  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.*'-*** 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anh>drase  inhibitory  effect  is 
more  active.**  Its  prolonged  use.  there- 
fore. could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.*' 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
pro\  ements  being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium 
potassium  ratio  in  the  urine,  i.e..  to  de- 
crease the  excretion  of  potassium  w hile 
maintaining  the  excretion  of  sodium. *- 
One  of  these.  Naturetin,  Squibb  Ben- 
droflumethiazide.  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
ti\e  sodium  excretion  is  obtained  with 


doses  betw  een  2.5  and  10  mg.,  which  if 
a 200  to  1 ratio  as  compared  to  chloro^ 
thiazide.  .."***  ] 

Moreover,  due  probably  to  its  virtua> 
lack  of  carbonic  anhydrase  inhibition^ 
Naturetin— fbendroflumethiazide)  hai 
been  shown  to  cause  less  potassium  andi 
bicarbonate  loss  and  less  alteration  ui 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide.  j 

NatLiretin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in' 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent.  ! 

Contraindications:  Severe  renal  impairmen|j 
previous  hypersensitivity.  1 

W anting:  Ulcerative  small  bowel  lesions  hat-e 
occurred  with  potassium-containing  ihiazid^ 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab; 
dominal  pain,  distension,  nausea,  vomiting, 
G.I.  bleeding  occur.  S 


Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  whea 
used  concomitantly  must  be  reduced  by  3T 
least  5QC7  to  avoid  orthostatic  h>-potensio^ 
Electrol\-te  disturbances  are  possible  in  c& 
rhotic  or  digitalized  patients.  | 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabet^ 
increase  glycemia  and  glycosuria  in  diabeoc 
patients  and  may  cause  hypochloremic  alka^ 
losis.  hypokalemia:  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur.  J 

Supplied:  Naturetin  (Squibb  Bendroflumeth^ 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  availab^ 
Naturetin  c K [Squibb  Bendroflumethiazi® 
(5  or  2.5  mg.)  with  Potassium  Chloride  (5fli 
mg.)].  For  full  information,  see  Product  BnsM 
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or  high  blood  pressure 
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Tlie  Priceless  Ingredient'  of  every  produ< 
is  the  honor  and  integrity  of  its  maker. 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


ArMA  TO  SPONSOR 
STATE  WIDE  DIABETES 
DETECTION  DRIVE  * 


November  13  through  19  is  National  Diabetes 
Week.  This  year,  as  a service  to  the  people  of 
Arizona,  your  Arizona  Medical  Association, 
through  its  Professional  Committee,  is  sponsor- 
ing a state-wide  Diabetes  Detection  Drive  to 
be  held  during  National  Diabetes  Week.  We 
believe  that  our  Association  has  a grave  respon- 
sibility for  service  to  our  State  in  the  field  of 
Public  Health  and,  therefore,  your  Association 
is  planning  this  extensive  state-wide  program 
to  discover  citizens  with  undetected  diabetes 
mellitus.  Although  numerous  diabetes  detection 
drives  have  been  successfully  conducted  in  com- 
munities on  a local  basis,  never  before  has  an 
extensive  state-wide  program  such  as  this  been 
attempted  nor  has  any  State  Medical  Associa- 
tion ever  undertaken  to  sponsor  such  a drive. 
This  then  will  be  a pilot  program  and  a first  for 
the  State  of  Arizona. 

Dr.  Marguerite  Williams,  of  Sedona,  is  the 
State  Diabetes  Chairman,  and  has  devoted  many 
hours  in  the  past  several  months  to  planning 
and  coordinating  this  mammoth  undertaking. 

The  drive  will  be  set  up  on  an  individual 
county  basis  and  coordinated  through  the  Sub- 
committee on  Ceneral  Medicine  of  the  Profes- 
sional Committee.  Nearly  all  of  the  fourteen 
county  medical  societies  have  agreed  to  partici- 
pate. County  Diabetes  Chairmen  have  been  ap- 
pointed by  the  individual  county  medical  society 


presidents  and  it  will  be  the  responsibility  of 
each  county  chairman  to  direct  the  drive  in  his 
own  particular  area. 

Volunteer  help  has  been  obtained  from  tlie 
State  Woman’s  Auxiliary  and  from  various  wo- 
men’s clubs  in  counties  where  no  Auxiliary 
exists.  Detection  centers  will  be  established 
throughout  each  county  in  convenient  locations 
during  the  week  of  November  13-19.  Each  center 
will  be  staffed  by  a physician,  one  or  more 
volunteer  registered  nurses,  volunteer  laboratory 
technicians  where  available,  and  numerous  lay 
volunteers. 

Each  testee  will  be  first  interviewed  for  pos- 
sible symptoms  of  diabetes  and  this  informa- 
tion will  be  recorded  on  a specially  designed 
IBM  card.  Dextrostix  for  blood  sugar  estima- 
tion from  capillary  blood  will  be  used.  While 
lacking  the  accuracy  of  a Somogy-Nelson  colori- 
metric blood  sugar  determination,  this  test  is 
adequate  for  screening  purposes  and  is  certainly 
better  than  testing  for  glycosuria.  Each  test 
should  take  no  longer  than  five  minutes,  includ- 
ing the  interview  time.  No  known  diabetics  will 
be  tested.  Testees  will  be  encouraged  by  a great 
deal  of  pre-test  publicity  in  the  mass  news  media 
to  arrange  for  the  test  to  be  done  approximately 
two  hours  after  a relatively  high  carbohydrate 
meal.  Should  the  screening  test  indicate  a blood 
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sugar  elevation  (i.e.,  greater  than  130  mg.  per 
cent),  the  testee  will  be  given  a card  so  indi- 
cating and  will  be  encouraged  to  consult  his 
local  physician  for  follow-up.  In  addition,  a 
report  of  the  result  will  be  forwarded  to  the 
personal  physician  indicated  by  the  person  test- 
ed in  the  earlier  interview.  The  local  physician 
will  be  requested  to  report  back  to  the  Diabetes 
Committee  the  results  of  further  diagnostic  test- 
ing so  that  this  information  can  be  entered  on 
the  patients  IBM  card  for  future  statistical 
analysis.  No  attempt  will  be  made  to  further 
work  up  the  patient  for  diabetes  nor  will  any 
advice  regarding  therapy  be  given.  This  is  prop- 
erly the  responsibility  of  the  local  physician. 

Those  individuals  who  show  a “normal”  screen- 
ing result  will  be  told  that  there  is  no  evidence  of 
diabetes  mellitus  at  that  time.  However,  if  these 
persons  have  symptoms  compatible  with  dia- 
betes mellitus,  they  also  will  be  urged  to  consult 
their  local  physician  for  further  testing.  All  will 
be  encouraged  to  have  blood  sugar  determina- 
tions at  least  once  a year. 

We  estimate  that,  on  a state- wide  basis,  ap- 
proximately 50,000  tests  may  be  accomplished 


during  the  testing  period.  Naturally,  the  cost  for 
such  a program  will  be  considerable.  There- 
fore, as  was  done  in  the  polio  immunization  pro- 
gram in  1962,  a donation  will  be  requested  from 
each  person  tested,  but  it  is  to  be  emphasized 
that  anyone  who  cannot  afford  50c  will  not  be 
deprived  of  an  examination. 

Diabetes  detection  is  receiving  more  and  more 
attention  from  the  Federal  Government  and  the 
Public  Health  Department.  If  we,  as  physicians, 
do  not  accept  the  responsibility  for  this  type  of 
testing  program,  the  Government  soon  will  do 
so.  We  believe  that  there  is  currently  enough 
Government  participation  in  medicine  and,  there- 
fore, we  encourage  all  physicians  in  the  State 
of  Arizona  to  participate  in  this  program.  If 
each  person  volunteers  only  a few  hours  of  his 
time,  no  one  will  be  overworked.  If  only  a few 
diabetics  are  discovered  through  this  program, 
our  efforts  will  certainly  have  been  most  worth- 
while. 

Harold  W.  Kohl,  Jr.,  M.D.,  Ghairman 
Subcommittee  on  General  Medicine 
and  Aging 


TWO  APPOINTMENTS  AT  THE  BARROW 
NEUROLOGICAL  INSTITUTE 


Doctor  Joseph  G.  White,  Jr.,  has  been  appoint- 
ed the  Ghairman  of  the  Division  of  Neurology, 
Barrow  Neurological  Institute  of  St.  Joseph’s 
Hospital,  Phoenix,  Arizona.  He  also  will  be  the 
Program  Director  of  the  Gonvulsive  Disorder 
Unit  at  the  same  institution. 

Doctor  White  received  his  M.D.  degree  at 
Jefferson  Medical  Gollege  in  Philadelphia  in 
1954.  After  completing  his  residency  in  Neur- 
ology at  Jefferson  Medical  Gollege,  he  spent  a 
year  as  a post-doctoral  fellow  in  Neurophysiology 
at  U.G.L.A.  Medical  Genter  in  Los  Angeles.  He 
returned  to  Jefferson  in  1959  and  became  an 
assistant  professor  in  Neurology  in  1963. 
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Doctor  Alvin  D.  Sidell  has  been  appointed 
Ghief  of  the  Electroencephalographic  Laboratory 
in  the  Division  of  Neurology  of  the  Barrow  : 
Neurological  Institute.  Doctor  Sidell  received  his  i 
M.D.  degree  at  the  University  of  Washington  . 
School  of  Medicine  in  Seattle  in  1954.  After  i 
completing  his  residency  in  Neurology  at  Ghi-  j 
cago  Wesley  Memorial  Hospital,  Northwestern  j 
University  Medical  School  and  Massachusetts 
Memorial  Hospital,  Boston  University  School  of 
Medicine,  he  served  a one-year  fellowship  in 
Neurophysiology  at  the  Mayo  Glinic  and  six 
months  as  research  associate  at  the  Hospital  for 
Sick  Ghildren,  London,  England,  and  completed 
a residency  in  Pediatric  Neurology  at  Johns 
Hopkins  in  1962. 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains; 

Vitamin  Bi  (as  TFiiamine  Mononitrate)  10  mg 

Vitamin  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B^  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  m.i 

Recommended  intake:  Adults,  1 capsuli- 
daily,  for  the  treatment  of  vitamin  dofi.-u-  ■ 
cios.  Supplied  in  decorative  "romii  d>' 
jars  of  30  and  100;  bottles  of  500. 


J 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


VZ6-G  A61.' 


LOMOTIi 


® 

tablets 

liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


tackles  the  problem  of  diarrhea  directly 


block 

end 

runs 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience  — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with : 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  coiitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 

Children:  Total  Daily  Dosage  . . . 

3-6  mo.  ..  V2  tsp*.  t.i.d.  (3  mg.)  i & 

6-12  mo.  . Vz  tsp.  q.i.d.  (4  mg.)  fill 

1- 2yr.  ...  Vz  tsp.  5 times  daily  (5  mg.)  1 | I | | 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr....  1 tsp.  q.i.d.  (8  mig.)  | | | | 

8-12yr. ..  1 tsp.  5 times  daily  (10  mg.)  | 1111 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  || 

(or  2 tablets  q.i.d.) 

♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions;  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE. 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs^ 

(Dimetane®  Ibrompheniramine  maleate],  12  mg,;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  dayorall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F,  C.:  New  England 
J.  Med. ^1:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Aiso  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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the  only  leading  compound 
analgesic  that  C':  ms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  {Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate Va  gr.  (No.  2), 


72  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoids 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation^ 
and  drowsiness  have  been  reported.  „ , . 

/I'H'DOBINSl 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I X.  -1 


FUTURE 

MEDICAL  MEETINGS 


Symposium  On  Blood 
And  Electrolytes 

presented  by 

THE  ACADEMY  OF  MEDICAL 
SCIENCE 

OF  MARICOPA  COUNTY 

Friday  and  Saturday  Mornings 
9 A.M.  to  T P.M. 

November  25  and  26,  1966 

Mountain  Shadows  Resort 
Scottsdale,  Arizona 

A cordial  invitation  is  extended  to  all  physi- 
cians to  attend  the  first  Symposium  sponsored 
by  the  Academy.  The  scientific  program  will 
be  devoted  to  discussion  of  blood  and  elec- 
trolyte problems  as  they  apply  to  general 
medicine  and  the  sub-specialties. 


Speaker^nd  Topics  (partial  listing) 

Oscar  A.  Thorup,  Jr.,  AA.D.  “Blood  and  Electro- 
lyte Problems  — Physiologic  Aspects" 

Raymond  E.  Weston,  AA.D.  "AAodern  Concepts 
of  Parenteral  Fluid  and  Electrolyte  Ther- 
apy" 

David  C.  H.  Sun,  AA.D.  "Electrolyte  Disturb- 
ances in  Liver  Disease" 

John  Alsever,  AA.D.  "Immunologic  Aspects  of 
Blood  Transfusion" 

Byrd  S.  Leavell,  AA.D.  "Uses  and  Abuses  of 
Blood  Transfusions" 

Approved  for  9 hours 
Category  I A.A.G.P.  Credit 

NO  REGISTRATION  FEE  REQUIRED 


Arizona  Chapter 
of  The  American  College 
of  Surgeons 

January  20  and  21,  1967 

Arizona  Inn 
Tucson,  Arizona 


First  Annual  Clinical  Meeting 
Society  For 
Cryo-Opthalmology 

January  8-10,  1967 

Dunes  Hotel 
Las  Vegas,  Nevada 

The  clinical  aspects  of  cryo-opthalmology  will 
be  stressed,  including  cataract,  glaucoma, 
retinal  detachment  and  herpetic  keratitis. 

Participants  will  include; 

Doctors  Charles  Kelman,  Harvey  Lin- 
coff,  AAichael  Shea,  Helen  AAcPherson, 
David  Sudarsky,  Arthur  Rinfret,  An- 
drew de  Roeth  and  John  Bellows. 

For  further  information,  please  write  John  G. 
Bellows,  AA.D.,  30  N.  AAichigan  Avenue,  Chi- 
cago, Illinois  60602. 
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)mu4ical  CeHtet  OC-^aif  an4  CtMcal 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


NOW 

AVAILABLE 

HANDSOME,  DURABLE  WHITE  & GOLD  VINYL 
COVERED  BINDERS  TO  PRESERVE  PAST  ISSUES 
OF  ARIZONA  MEDICINE.  EACH  BINDER  HOLDS 
UP  TO  TWELVE  ISSUES 

•••••••••••••••••••••••••••••••••••••••••••••••< 

• /±ri2ona]4feclmne 

• 4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

» 

Z PLEASE  SEND BINDERS. 

• -Name 

• — Address 


• I understand  that  I will  be  billed  for  these. 


ORDER  YOURS  TODAY 

ONLY 

$300 

EACH 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind"  when  you’re  well! 

“The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

. OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


PARAMUS  COIN 
EXCHANGE 

The  East's  Largest  Coin  Exchange 

OFFERS  U.S.  GOLD  FOR  YOUR  FUTURE 
ALL  BRILLIANT  UNCIRCULATED 


$20  Gold  pieces 
Liberty  

. .$  54.95 

$3  Gold  pieces 

$349.00 

St.  Gaudens  

. .$  54.95 

$2.50  Gold  pieces 

.$  52.95 

$10  Gold  pieces 

Liberty  

Liberty  

. .$  32.95 

Indian  

.$  32.95 

Indian  

. .$  52.95 

$1  Gold  pieces 

.$  49.95 

$5  Gold  pieces 

Type  1 

Liberty  

. .$  23.95 

Type  2 

.$250.00 

Indian  

. .$  32.95 

Type  3 

.$  75.00 

$159.95 

$169,95 


SETS 

Liberty  Gold  Type  Set  4 Coins 

Indian  Gold  Type  Set  4 Coins 

ALL  COINS  IN  CUSTOM  RUSTIC  CASES 
U.  S.  SILVER  DOLURS  Single  $2.00 

BRILLIANT  Roll  $39.95 

UNCIRCULATED  Bag  $1695.00 

Gold  and  Silver  is  Today’s  Best  Investment  

Paramus  Coin  Exchange  A.N.A.  Member 

Bergen  Mall  Shopping  Center 

Paramos,  N.J.  07652  201-342,2600 

Gentlemen:  Please  ship  the  following; 


NAME  

ADDRESS  

CITY  STATE 

BILL  MY  D.C,  ACCT.  # 


BILL  MY  AMER.  EXP.  ACCT.  # 

For  other  coin  values  send  for  free  catalogue! 


.J 
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ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZona 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 

PARK  CENTRAL  NORTH 
Medical  Building 
555  West  Catalina 
Phoenix,  Arizona  85013 
Phone  264-1381 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 

CARDSOLOGY 

George  W.  Bascom,  M.D.,  F.A.C.C.,  F.A.C.P. 

Diplomate  of  American  Board 
of  internal  Medicine 

Practice  Limited  to  Cardiology 

Professional  Building 
Sierra  Vista,  Arizona  85635 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoettix  13,  Arizona 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1601  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


SURGERY 


Ernest  D.  Geever,  M.D. 

General  Surgery  — General  Practice 
1003  Division 
Prescott,  Arizona 
445-1322 


Pharmacy  Directory 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


<^n  tScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


JOHN  W.  KENNEDY,  M.D. 

F.  S.  TOLONE,  M.D. 

W.  T.  COOK,  M.D. 

Radiology,  Diagnosis,  X-ray  and  Cobalt  Therapy 

4550  N.  51st  Avenue 
Phoenix,  Arizona  85031 
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Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 

DOCTOR^S  CENTRAL 
DIRECTORY 

Helen  AA.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  SpeedvA/ay  Tucson,  Arizona 

"Established  1 932" 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


ATTENTION:  Immediate  opening  for  physi- 
cian interested  in  Group  General  Practice  in 
Arizona.  New  clinic  and  hospital  facilities.  No 
investment  or  equipment  necessary.  Industrial 
connection  allows  immediate  salary.  Will  ac- 
cept draft  eligible  physician.  Reply;  Drawer  M, 
Miami,  Arizona. 


Situation  Wanted:  Board  Certified  General 

Surgeon  desires  to  re-locate  in  Arizona;  licens- 
ed in  Arizona;  married  with  family;  no  objec- 
tion to  limited  GP;  available  for  personal  in- 
terview for  mutual  evaluation.  Reply:  Box 
64-3,  4601  N.  Scottsdale  Road,  Suite  201, 
Scottsdale,  Arizona  85251. 


For  lease  or  purchase:  Pitney  Bowes  Model 
3300  Folding  and  inserting  machine  in  good 
condition.  Has  been  maintained  on  regular 
servce  contract.  Present  lease  can  be  continued 
at  $31.00  per  month.  May  be  seen  at  550  N. 
Country  Club  Drive,  Mesa,  Arizona,  Suite  1. 
Telephone:  969-351 1 . 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


ATTENTION  INVESTORS!  I will  contribute  my 
high  equity  in  two  commercial  acres  in  North 
Phoenix,  suitable  100  bed  Nursing  Home,  near 
hospital,  stores,  bus.  Major  financing  believed 
available.  Or  sell  outright,  or  ground  lease. 
Let's  talk.  J.  T.  Coffee,  Jr.  Owner-Realtor.  P.  O. 
Box  16152,  Phoenix.  (602)  264-0667. 
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ECONOMICAL! 


Half 


mM 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl* 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oottt 


PARKE-DAVIS 


PAKK£,  DAVIS  i COMPANY,  Detroit,  Michigan  4S232 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 


LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’®’^’^ 


No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 

HYNSON, WESTCOTT 
& DUNNING,  INC. 


(LX03) 


BALTIMORE,  MARYLAND  21201 


ferences:  (1)  SiVer,  R.  H.:  CMD,  2i:  109,  September 
54.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27, 
auary  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
orida  Acad.  Gen.  Prac.,  15:15-16,  October  1965.  (5) 
eekes,  D.  J.:  N.Y,  State  Jour.  Med.,  58: 2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 


When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


3n  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

ys"/o  solution  for  infants 

V4®/o  solution  for  children  and  adults 

V4"/o  pediatric  nasal  spray  for  children 

V2®/o  solution  for  adults 

V2®/o  nasal  spray  for  adults 

V2°/o  jelly  for  children  and  adults 

1 % solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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SPECMC 


FUROXONE 


FURAZOUDONE 


UQUID/TABLETS 


Often  succeeds  where  others  fail  in  a wide  variety 
of  bacterial  diarrheas.  Specifically  within  the  broad 
bactericidal  range  of  Furoxone: 


Salmonella  montevideo 
Salmonella  newport 
Salmonella  anatum 
Salmonella  derby 


Salmonella  paratyphi 
Salmonella  schottmiilleri 
Salmonella  typhimurium 
Salmonella  choleraesuis 
Salmonella  enteritidis 

Proper  antibacterial  therapy  for  individual  cases 
should  help  in  reducing  the  total  number  of  cases  in 
an  epidemic  situation. 

Side  effects  are  infrequent.  A few  hypersensitivity 
reactions  to  Furoxone  have  been  reported  including  a 
fall  in  blood  pressure,  urticaria,  fever,  arthralgia  and 
a vesicular  or  morbilliform  rash.  These  reactions  sub- 
sided promptly  following  withdrawal  of  thfe  drug. 
Primaquine-sensitive  patients  may  develop  a mild 
reversible  hemolytic  anemia.  Nausea,  emesis,  head- 
ache or  malaise  may  occur  occasionally.  To  obviate 
alcohol-disulfiram  type  reactions,  advise  against  use 
of  alcohol-containing  drugs  during  therapy  and  four 
days  thereafter. 

Do  not  give  to  infants  under  one  month  of  age. 

, Composition:  Furoxone  Liquid  contains,  per  15  cc. 
tablespoonful,  furazolidone  50  mg.,  pectin  225  mg., 
and  kaolin  3.0  Gm.  Furoxone  Thblets  each  contain 
100  mg.  of  furazolidone. 

References:  1.  Editorial:  J.A.M.A.  j(S9:691  {Aug.  31)  1964.  2. 
Foertsch,  J.  H.:  J.  Oklahoma  Med.  Assn.  57:449  (Oct.)  1964.  3.  Paul, 
H.  E.,  and  Paul,  M.  F.:  The  Nitrofurans— Chemotherapeutic  Proper-, 
ties,  in  Schnitzer,  R.  J.,  and  Hawking,  F.  (Eds.)  Experimental. Chemo- 
therapy, Vol.  2,  New  York,  Academic  Press,  1964. 


Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK 


what 

time 

isH? 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


Kstime 
to  tine. 


Tubercuiin. 


Tine 


(Rosenthal) 


Test 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-G-4046R 
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cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


The  HOLIDAY  SPIRIT 


This  is  traditionally  a time  for  good  fellow.ship 
and  high  spirits;  a time  for  a backward  glance 
and  a pat  on  the  back  for  all  the  “advances” 
and  “hasn’t  this  been  a wonderful  year!”  The 
Holiday  Spirit! 

I suppose  we  can  say  1966  was  a good  year. 
We  still  retain  our  individual  medical  practices, 
although  they  do  seem  to  be  somewhat  regu- 
lated. We  still  have  our  annual  bout  with  IRS 
to  look  forward  to,  and  I imagine  that  some  of 
the  current  problems  of  Federal  control,  infla- 
tion, rising  costs  and  current  political  situations 
will  be  reflected  upon  the  decisions  of  The  Ari- 
zona Medical  Association  in  1967. 

Physicians  are  prone  to  “forget”  their  problem 
cases,  although  they  rarely  fail  to  benefit  from 
these  experiences.  We  should  have  had  quite  an 
education  in  1966.  We  are  75  years  old.  We  have 
a continuing  responsibility  to  ourselves  and  to 
our  patients.  We  communicate  better.  We  have 
been  forced  to  unite  in  spite  of  ourselves  in  some 
common  causes.  We  need  to  continue  the  leader- 
ship that  was  initiated  in  1966. 

Traditionally  also,  we  are  allowed  one  Christ- 
mas wish.  I have  but  one  personal  wish  — “that 
in  1967  we  continue  to  THINK  — and  THINK 
- and  THINK.” 

Now  have  the  courage  of  your  convictions. 

A Very  Merry  Christmas  and  a Very 
Happy  New  Year. 

Roland  F.  Schoen,  M.D. 

Editor 
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New 

cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 

Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete! 
formation  consult  Official  Package  Circular.  Indicat^^ 
Infections  of  respiratory,  gastrointestinal  and  genitourSH 
tracts  and  skin  and  soft  tissues  due  to  tetracycline*seS 
tive  organisms,  in  patients  with  increased  susceptil^B 
to  monilial  infections.  Contraindications : The  drug  is  ^ 
traindicated  in  patients  hypersensitive  to  its  compon^B 
Warnings:  Photodynamic  reactions  have  been  produce® 
tetracyclines.  Natural  and  artificial  sunlight  should® 
avoided  during  therapy.  Stop  treatment  if  skin  discom® 
occurs.  With  renal  impairment,  systemic  accumulation® 
hepatotoxicity  may  occur.  In  this  situation,  lower  d® 
should  be  used.  Tooth  staining  and  enamel  hypoplasia® 
be  induced  during  tooth  development  (last  trimeste^B 
pregnancy,  neonatal  period  and  childhood). 

Bacterial  superinfection  may  occur.  Infants  may  de^H 
increased  intracranial  pressure  with  bulging  fontanel^H 
gonorrheal  therapy,  serologic  tests  for  syphilis  should! 
conducted  initially  and  monthly  for  3 months.  Adatn 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flait 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reacticL 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Contic= 
therapy  for  10  days  in  beta-hemolytic  streptococcal  inh- 
tions.  Administer  one  hour  before  or  2 hours  after  mea. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  te 
racycline  phosphate  complex  equivalent  to  250  mg.  telr: 
cycline  HCl  activity  and  250,000  units  of  nystatin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 


Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units ■ 

Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products.  \ 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
~ FACE. 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs’ 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  orall  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

‘Schiller,  I.  W.,  and  Lowell,  F.  C,:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  {Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  {2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate gr.  (No.  2), 


Vz  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  ^ 

AH'DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


""son 

pomoir 

antlemeticpie 

est  eleve”* 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
‘its  antiemetic  potency*  is  high”  (‘‘son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant. 

Usual  Adult  Dosage:  One  or  two  tablets 
every  four  hours  as  needed. 

Precautions:  Dramamine,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  strepto- 
mycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 
*Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 


Research  in  the  Service  of  Medicine  searle 


relied  on  round  the  world  ■ 

Dramamine 


■ ■ brsnd  of  ■ ■ ■ > 

dimenhydrinate 

classic  antinauseant 

Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 
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In  Arizona*. • 

These  Syntex  men  serve  the  physician 


Jerry  Aslanian 
Phoenix,  Arizona 
955-4215 


Dennis  Deniston 

San  Bernardino,  California 

862-4975 


Joseph  Hill 
Tucson,  Arizona 
623-1708 
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new  small  size 


15  Om. 

OR  TOPICAL  USE  mii 

SYNALAR^i 

[FLUOCINOLONE  | 
ACETONIDE]  ;l 

CREAM  - 


SYNTEX 

LA80RAT&R1ES.  INC 
Palo  Alto.  Calif. 


CAUTION 
Fediml  law 
imihibtts  dispensing 
wiiliout  prescription 

MADE  IN  U S A. 


Sjiialar'o.oi^ 

(fluocinolone  acetonide)  cream  i 

15  (am. 

for  even  greater 
economy  in 
office  or  hospital 
practice 




the  superiority 

topicai 

with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  tor  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  tor  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone'"^ plus  the  economy  that  makes  therapy  practical  tor  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Genera/— Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  2.  Occlusive  dressing  me/hocf— With  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sensi- 
tivity to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  or 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  dis- 
continuation of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesion 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissions 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  new 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  their 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  or 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Side 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  applied^ 
corticosteroids.  As  with  ail  drugs,  however,  a few  patients  may  react  unfa-j 
vorably  to  Synalar  under  certain  conditions.  References:  1.  Cahn,  M.  M.,  and  | 
Levy,  E.  J.:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan,  F.  O.:  J Irish  j 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson,  H.  M.,  Jr..  Raskin,  J.,  and  Dunseath., 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963.  ^ 


yf  a modern 
corticosteroid 
sconomy  of 
liydrocortisone 


fluocmolone  aceionide  — an  original  steroid  from 

SYNTEXS 

laboratories  INC  , PALO  ALTO.  CALIF. 


Now... a choice  of  3 
economical  sizes 


fc.  air 

120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


tablets 


(norethindrone  2 mg.  c mestranol  •/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucusi-i3  and  an  acceleration 
ot  endometrial  changes. 3-3, 7-i6  with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration, Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation, Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif..  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965,  5.  Hammond,  D,  0.:  Ibid.  6.  Rice-Wray,  E,. 
Goldzieher,  J.  W.,  and  Aranda  - Resell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7,  Goldzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T. : JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manau  to  u,J.,  and  Maqueo.-Topete,  M , : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  H-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  theAmerican  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  M.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:25 
(Nov.)  1965. 
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IDENTI-CODE" 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code  Index, 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

A complete  explanation  of  Identi-Code  and  its  use  is  provided  in 
the  Identi-Code  Index.  If  you  have  not  yet  received  an  index,  your 
Lilly  representative  will  be  pleased  to  supply  you  with  a copy. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 

(enteric-release 
tablet,  Lilly) 

Capsule-Shaped 

Tablet 

Elliptical 

Tablet 

Round  Tablet 

^ H06  HOV  ^ 

l \ 

1 Aor  J 

C )) 

V cTr  ) 

\ \\ 
1 U04^  JJ 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


601 553 


918 


Arizona  Medicine 


ORIGINAL  ARTICl 


Hidden.  Hemorrliage; 

An  Uncommon  Complication  of  a 
Common  Operation 


Arthur  R.  Nelson,  M.D. 


Lee  B.  Brown,  M.D. 


Doctors  Nelson  and  Brown  have  called  attention  to  a rare  complication  that  can  happen  to  any  sur- 
geon performing  removal  of  discs  in  the  lumbar  area  through  the  posterior  approach.  Depending  upon 
the  level,  the  aorta  or  the  iliac  vessel  may  be  punctured.  This  complication  could  happen  more  readily 
if  the  annular  ligament  was  degenerated  in  the  anterior  portion  of  the  spinal  column.  Immediate  and 
early  recognition  of  this  complication  is  every  important  and  any  sudden  fall  in  blood  pressure  during 
disc  surgery  should  alert  the  surgical  team  to  the  possibility  of  this  complication,  and  with  rapid  and 
appropriate  treatment  good  results  should  be  obtained. 


Disc  surgery  in  the  lumbar  area  is  a common 
operation,  done  with  a low  morbidity  and  mortal- 
ity. Since  Mixter  and  Barr®  firs:  described  exci- 
sion of  herniated  nucleus  pulposus  in  1934,  there 
have  undoubtedly  been  thousands  of  such  pro- 
cedures done  with  satisfactory  results. 

There  is,  however,  a rare  complication  of  disc 
surgery  which  deserves  emphasis  for  the  simple 
reason  that  the  complication  will  carry  a fifty 
percent  mortality  if  unrecognized.  This  is  the 

Phoenix,  Arizona 


occasional  traumatic  perforation  of  the  aorta  or 
great  iliac  vessels  during  disc  removal. 

When  such  damage  is  isolated  to  the  aorta  or 
upper  iliac  arteries,  as  it  usually  is,  there  is  fre- 
quently no  indication  of  visible  bleeding  to  the 
operating  neurosurgeon  or  orthopedist.  The  rapid 
appearance  of  occult  hypotension  with  develop- 
ing surgical  shock  may  be  the  only  indication 
of  major  vessel  damage.  In  less  than  half  of 
such  patients  studied  by  De  Saussure^  was  there 
any  indication  of  unusual  bleeding  in  the  opera- 
tive field.  The  apparent  reason  for  the  failure 
of  massive  bleeding  to  appear  in  the  wounds 


December,  1966 


919 


is  the  relative  elasticity  of  the  anterior  longitu- 
dinal ligament,  degrees  of  fibrosis  and  adher- 
ence to  the  aorta,  osteophyte  perforation,  or  ana- 
tomic adhesion  from  prior  operations  may  con- 
tribute to  easier  injury  of  the  vessel. 

It  should  be  emphasized  that  these  injuries 
have  occurred  in  the  hands  of  capable  and  high- 
ly experienced  surgical  specialists.  The  fact  that 
there  is  no  apparent  means  of  avoiding  this  com- 
plication, demands  early  recognition  of  its  pos- 
sibility if  survival  is  to  be  obtained.  In  an  ex- 
cellent review  by  Boyd  and  Farha  in  1964,  they 
report  an  extremely  high  mortality  in  a collected 
series.^  In  HarbisonV  series,  thirteen  of  nineteen 
patients  who  did  not  receive  immediate  treat- 
ment died. 

There  are  some  twenty-five  recorded  cases 
of  arteriovenous  fistulae  (aorto-iliac  and  aorto- 
caval)  where  recognition  of  the  injury  was  de- 
layed in  several  instances  until  cardiac  enlarge- 
ment and  early  decompensation  were  noted. ^ 

Two  recent  cases  of  direct  vascular  injury  dur- 
ing disc  surgery  are  presented  below.  It  is  to 
the  credit  of  the  operating  orthopedists  that 
early  recognition  in  both  instances  produced 
urgent  laparotomy  and  successful  repair  with- 
out complication. 

Case  Reports 

Case  1.  H.  P.,  a 36  year  old  white  female,  was 
admitted  to  the  Good  Samaritan  Hospital  for 
laminectomy  and  fusion  following  a long  history 
of  demonstrated  discogenic  disease  at  the  L 
3-5  levels.  Her  past  history  was  unremarkable, 
and  her  general  physical  examination  normal 
save  for  the  orthopedic  problem.  On  February 
18,  1986,  she  underwent  laminectomy  in  the 
usual  prone  position,  the  operative  procedure 
being  uneventful  until  near  the  end  of  the  disc 
removal,  when  the  anesthesiologist  reported  a 
significant  fall  in  blood  pressure  and  associated 
tachycardia.  A single  transfusion  was  given,  the 
patient  stabilized,  and  the  decision  to  proceed 
with  the  fusion  agreed  upon.  The  fusion  was 
nearly  complete  when  the  patient  again  went 
into  shock  for  no  apparent  visible  reason.  She 


was  immediately  transfused  again  with  one  unit, 
and  returned  to  the  recovery  room.  Here  the 
patient  showed  progressive  signs  of  peripheral 
collapse,  with  impalpable  blood  pressure,  pallor, 
tachycardia,  mental  obtundation,  sweating  and 
finally  unresponsiveness.  Her  abdomen  became 
tense  and  quite  obviously  distended.  Surgieal 
consultation  was  secured,  and  with  continuing 
rapid  transfusion,  she  was  returned  to  the  oper- 
ating suite  for  emergency  laparotomy. 

A massive  retroperitoneal  hematoma  which 
had  spontaneously  necessitated  through  the  pos- 
terior peritoneum  in  the  region  of  the  aortic 
bifurcation  was  released.  A one  cm.  punched-out 
perforation  of  the  medial  aspect  of  the  aortic 
bifurcation  extending  into  the  most  proximal  left 
iliac  artery  was  exposed.  A corresponding  per- 
foration of  the  proximal  left  common  iliac  vein 
was  visualized.  Because  of  the  angular  perfora- 
tion of  the  bifurcation,  it  was  repaired  by  tran- 
section of  the  iliac  through  the  tear,  and  direct 
re-anastomosis  to  the  aorta.  The  venous  tear  was 
repaired  by  simple  suture. 

The  patient  received  a total  of  twelve  units 
of  blood  throughout  the  two  procedures  and  in 
the  recovery  room.  Her  postoperative  course  was 
benign  and  her  convalescence  has  proved  total- 
ly satisfactory. 

Case  2.  F.  P.,  a 43  year  old  white  male,  was 
demonstrated  to  have  herniated  disc  at  L5-S1 
level  with  nerve  root  compression  of  the  SI 
root.  His  past  history  and  general  physical  exam- 
ination were  otherwise  non-contributory. 

On  Alarch  18,  1966,  orthopedic  exploration  of 
the  area  by  laminectomy  was  carried  out,  and 
using  a pituitary  rongeur,  the  L5-S1  nucleus 
removed.  Almost  immediately  upon  completion 
of  the  resection,  the  patient’s  blood  pressure 
dropped  to  unrecordable  levels,  but  responded 
to  rapid  transfusion.  By  continuous  transfusion, 
his  pressure  held  at  70/0  while  the  laminec- 
tomy wound  was  closed  and  surgical  consultation 
called  for. 

The  patient  was  rolled  to  the  supine  position 
and  laparotomy  begun  about  one  hour  after  the 
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beginning  of  the  hypotensive  episode.  Massive 
retroperitoneal  bleeding  was  noted,  and  a pos- 
terior laceration  of  the  right  common  iliac  artery 
exposed.  The  laceration  had  nearly  severed  the 
iliac  from  its  origin  at  the  aortic  bifurcation.  The 
repair  was  completed  by  inserting  an  8 mm. 
Dacron  short-segment  graft  from  distal  aorta  to 
the  transected  common  iliac. 

The  patient’s  postoperative  course  was  be- 
nign save  for  the  development  of  an  acute 
epididymitis  of  short  duration.  His  late  conval- 
escence has  shown  no  evidence  of  arterial  in- 
sufficiency, all  distal  pulses  being  vigorous. 

Summary 

Two  cases  of  instrumental  injury  of  the  aorta 
and  iliac  vessels  during  disc  removal  are  re- 


ported. Recognition  of  the  injury  and  early  lap- 
arotomy with  repair  resulted  in  good  results  in 
both. 


The  gravity  of  the  injury  is  emphasized.  It  may 
carry  a mortality  of  fifty  percent.  In  view  of  the 
fact  that  there  seems  to  he  no  means  of  total 
avoidance,  awareness  of  the  probability  of  in- 
jury and  urgent  laparotomy  is  encouraged. 


BIBLIOGRAPHY 

1.  Boyd,  D.  P.,  and  Farha,  G.  J.:  Arteriovenous  Fistula  and 
Isolated  Vascular  Injuries  Secondary  to  Intervertebral  Disc 
Surgery.  Ann  Surg  i61;  524,  1965. 

2.  De  Saussure,  R.  L.;  Vascular  Injury  Coincident  to  Disc 
Surgery,  J.  Neurosurg  16:  222,  1959. 

3.  Fortune,  C.:  Arteriovenous  Fistula  of  Left  Common  Iliac- 
Artery  and  Vein,  Med.  J.  Aust.  1:  660,  1956. 

4.  Harbison,  S.  P.:  Major  Vascular  Complications  of  Interverte- 
bral Disc  Surgery,  Ann  Surg.  140:  342,  1954. 

5.  Leavens,  M.  E.  and  Bradford,  F.  K.;  Ruptured  Interverte- 
bral Disc;  Report  of  Case  with  Defect  in  Anterior  Annulus 
Fibrosus,  J.  Neurosurg  10:  544,  1963 

6.  Mixter,  W.  J.  and  Barr,  J.  S.:  Rupture  of  the  Interverte- 
bral Disc  with  Involvement  of  the  Spinal  Canal,  New  Eng. 
J.  Med.  211:  210,  1934. 


SUCCESS  WITHOUT  GOVERNMENT  REGULATION 

The  medical  profession  e.xpects  the  drug  industry  to  operate  in  a responsible 
manner  just  as  the  FDA  does.  It  is  inconceivable  that  the  present  and  past  record 
of  the  drug  industry  in  the  United  States  could  have  been  achieved  by  any  wides- 
spread  lack  of  responsibility.  It  is  to  be  remembered  that  this  record  was 
achieved  without  absolute  governmental  regulation.  This  is  a good  time  for  the 
doctors  to  come  to  the  defense  of  the  drug  industry  and  to  point  out  to  the 
public  the  tremendous  contribution  the  industry  has  made  to  the  health  of  the 
nation.  — Walter  S.  Coe,  M.D.,  in  Journal  of  the  Kentucky  Medical  Association, 
(64:587),  July  1966. 
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The  Changing  Face  of  Health  Care 
Physicians;^  Hospitals  and  Graduate  Educition 


Eric  G.  Ramsay,  M.B.,  Ch.B.,  F.A.C.S. 


The  medical  profession  is  faced  with  some  very  basic  changes  in  existing 
patterns  of  medical  care.  A plea  is  made  for  all  physicians  to  become  per- 
sonally involved  in  planning  for  the  future. 


Challenge  and  Promise 

The  present  turmoil  over  packaging,  delivery 
and  control  of  health-care  services  will  in- 
crease steadily  over  the  next  decade.  Through- 
out this  change  in  es'-ablished  concepts,  physi- 
cians may  well  be  harrassed  and  criticized,  but 
at  the  same  time  will  also  be  consulted.  Herein 
lies  the  opportunity  for  realistic  adaptation  and 
progress  and  it  is  imperative  that  the  profession 
take  a detailed  look  at  the  future  of  medical 
services  in  this  country.  True,  planning  for  this 
will  need  much  help  from  all  associated  with 
such  services,  but  it  is  the  physician  who  really 
knows  what  constitutes  high  quality  of  medical 
care  and  this  must  be  our  focus.  It  is  the  physi- 
cian who  can,  and  should  produce  awareness 
of  the  problems  involved,  and  provide  the  moM- 
vation  and  leadership  to  find  their  solution. 

Director  of  Medical  Education 

Tucson  Hospitals  Medical  Education  Program 


The  public  is  medically  more  sophisticated 
than  at  any  other  time,  more  demanding  of  serv- 
ices and  more  critical  of  the  apparent  lack 
of  real  concern  for  the  provision  of  superior 
medical  care  for  everyone.  Other  members  of 
the  health  team  beside  physicians  are  seeking 
increased  recognition  and  responsibility.  The 
technical  advances  in  medicine  increasingly  tend 
to  dissociate  the  physician  from  his  patient  in  the 
traditional  sense  and  the  doctor  who  personally 
performed  every  service  for  his  patient,  and  was 
“all  things  to  all  people,”  is  fast  disappearing. 
Can  we  ignore  these  changes?  Can  we  leave  the 
problems  to  the  individual  physician  and  his  pa- 
tient, or  the  government,  the  A.M.A.  or  the 
A.A.M.C.? 

There  is  really  no  doubt  what  our  answer  must 
be,  if  we  are  to  maintain  our  standing  as  an 
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honorable,  intellectual  and  morally  concerned 
profession.  We  can,  and  must,  adapt,  progress 
and  aim  for  excellence. 

Before  being  carried  away  with  lofty  ideals, 
we  should  pause  to  identify  our  goals  and  the 
means  available  for  reaching  them.  In  a country 
such  as  ours,  with  its  prodigious  wealth  and  re- 
sources, the  standards  of  medical  care  should  be 
a shining  light  to  the  rest  of  the  world.  Glibly 
we  say  these  standards  are  the  highest,  and  in- 
deed they  are  — but  not  for  all,  by  any  means. 

Cogent  arguments  can  be  advanced  to  place 
the  blame  for  areas  of  deficient  medical  care  on 
any  one  of  many  groups,  but  to  what  avail?  Suf- 
fice to  say  there  is  a “health  care  gap,”  a defin- 
able problem  which  must  be  faced. 

The  public  has  reached  the  decision  that  good 
medical  care  for  all  is  now  a right,  not  just  a 
privilege.  The  government  has  stated  this  in  no 
uncertain  terms  by  producing  the  most  sweeping 
legislation  under  Titles  XVIII  and  XIX  of  Pub- 
lic Law  89-97  and  other  bills,  which  will 
revolutionize  the  distribution  of  medical  care. 
Is  the  profession  prepared  for  this  change  and 
what  do  we  believe  are  the  limits  of  our  responsi- 
bility? 

Basic  Concepts 

Our  objectives  as  a profession  and  as  indi- 
vidual practitioners  should  be  to  make  available 
to  everyone,  the  finest  possible  health  and  medi- 
cal care.  Whether  or  not  people  avail  themselves 
of  this  service  is  their  choice,  but  this  does  no*: 
absolve  us  of  the  responsibility  to  inform  them 
as  to  what  is  beneficial  or  available.  Indeed  this 
becomes  of  paramount  importance  in  our  educa- 
tional efforts. 

No  matter  what  our  personal  feelings  may  be 
regarding  the  enormous  expense  involved,  or  the 
cumbersome  machinery  of  Government,  recent 
legislation  has  provided  a practical  opportunity 
to  achieve  our  goal.  This  opportunity  should  be 
developed  to  its  maximum  potential,  not  by  the 
impersonal  or  uninformed,  but  by  thoughtful, 
concerned  professionals. 

The  means  by  which  we  seek  our  objectives 
are  the  well-known  and  oft-stated  triad  of  Teach- 
ing, Research  and  Service.  Development  of  these 
basic  concepts  into  the  myriad  details  of  medical 
services  can  produce  an  organized  plan  for  com- 


prehensive health  care,  available  to  everyone. 

Teaching  and  learning  must  forever  remain  at 
the  core  of  our  efforts.  Without  these,  all  other 
efforts  go  for  nought,  for  then  there  is  no  prog- 
ress, no  continuity,  no  lasting  benefit.  It  is  ob- 
vious this  cannot  be  left  entirely  to  our  univer- 
sities and  medical  schools,  some  of  which  have 
closed  their  doors,  with  little  concern  for  the 
medical  needs  of  their  communities.  Although 
they  have  belatedly  realized  their  larger  re- 
sponsibilities of  leadership  in  both  education  and 
health  care,  it  will  be  some  time  before  ideas  are 
translated  into  widespread  action.  In  the  broad 
field  of  medical  educa'^ion  we  must  face  the  fact 
that  recent  legislation  is  almost  certain  to  elim- 
inate the  large  indigent  hospitals  of  the  past, 
and  the  role  of  community  hospitals  will  assurne 
increasing  importance.  It  is  therefore  incumbent 
upon  the  entire  medical  profession  to  remain 
attuned  to  the  importance  of  basic  and  con- 
tinuing education. 

Research  has  come  to  occupy  a position  of  high 
esteem  in  the  medical  field,  and  rightfully  so. 
Virtually  all  our  modern  advances  have  been 
achieved  in  the  laboratory,  not  from  patients’ 
bedsides.  The  enormous  volume  of  present  day 
research  leads  to  the  conclusion  that  it  is  a flour- 
ishing flower,  unlikely  to  wither  in  the  foresee- 
able future.  The  application  of  research  metho- 
dology to  clinical  areas  is  producing  ever-increas- 
ing analysis  and  constructive  criticism  of  our  own 
efforts  as  clinicians.  Along  with  this,  we  must  be 
sure  the  control  of  the  quality  of  our  services 
does  not  interfere  with  the  freedom  to  practice 
as  individuals;  a difficult  task. 

The  third  factor  of  our  triad  of  means  is  the 
end  product  — service  to  patients.  Perhaps  the 
most  important  characteristic  of  a good  practi- 
tioner is  his  concern  for,  and  deep  sense  of  re- 
sponsibility to  his  patients.  All  his  other  achieve- 
ments can  accrue  from  this  — his  continual  self- 
education  and  analysis,  his  research  and  his  serv- 
ice. To  these  we  must  add  the  concern  of  every 
physician  for  the  planning  of  future  health  care, 
in  whatever  capacity  his  talent  and  circumstances 
permit. 

Legislative  Trends  and  Implications 

Legislation  relating  to  medical  services  is  well 
known,  but  perhaps  the  most  striking  and  far 
reaching  in  its  implications  is  Title  XIX. 
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Admittedly  much  of  the  specific  result  will  de- 
pend upon  details  of  state  action  in  developing 
the  law,  but  act  they  must  within  the  next  few 
years— some  have  already  done  so.  The  eventual 
result  cannot  be  much  in  doubt  however,  for 
sooner  or  later  all  patients  will  become  “private 
patients”  supported  either  by  their  own  self-pur- 
chased health  insurance,  or  that  offered  by  the 
government.  The  trend  quite  obviously  is  to  in- 
corporate the  “medically  indigent”  into  the  gen- 
eral pattern  of  care  for  the  rest  of  the  populace. 

The  impact  of  this  on  all  providers  of  health 
care  will  be  enormous.  Greater  hospital  utiliza- 
tion and  a corresponding  decrease  in  volume  of 
“county”  or  “city”  hospital  patients  will  be  in- 
evitable. Hospitals  for  the  indigent  will  either 
disappear  or  become  community  hospitals  in  the 
broad  sense.  The  provisions  for  hospital  out- 
patient care  will  increase  the  tendency  towards 
hospital-based  medical  practice.  This,  in  itself, 
will  produce  considerable  problems  of  coordina- 
tion and  control,  as  well  as  the  preservation  of 
the  personal  relationship  between  doctor  and 
patient. 

One  of  the  greatest  changes  will  be  in  the 
field  of  medical  education  — graduate  as  well  as 
under-graduate.  Teaching  hospitals  that  depend 
primarily  on  large  numbers  of  indigent  patients 
will  face  very  real  problems,  and  this  alone 
will  necessitate  that  community  hospitals  be- 
come increasingly  involved  in  education.  The 
participation  is  already  fairly  extensive  — over 
52  percent  of  all  residents  receive  their  training 
in  non-university  affiliated  hospitals  in  this  coun- 
try. In  essence,  graduate  education  will  in  all 
probability  revert  to  a modification  of  the  old 
preceptorship  concept,  with  emphasis  on  a team 
approach  to  patient  care.  To  do  this  while  pre- 
serving the  patient-doctor  relationship  would  be 
no  easy  task,  requiring  the  cooperation  of  both 
physician  and  patient. 

Goals 

We  have  already  considered  the  ultimate  goal 
of  “comprehensive  personal  health  care.”  This 
is  indeed  a comprehensive  concept  including 
prevention  of  disease  as  well  as  treatment,  avail- 
ability of  medical  care  at  any  time,  correlation 
of  out-patient  services,  in-hospital,  nursing-home, 
doctor’s  office  and  patient’s-home  care.  This  pre- 
sents serious  problems  of  coordination  if  we  are 


to  keep  our  main  goal  in  mind.  Part  of  this  goal 
is  to  avoid  fragmentation  of  services  which  is 
encouraged  by  the  super-specialization  of  our 
age.  Basically,  it  calls  for  a large  group  of  physi- 
cians who  are  not  only  highly  trained  scientifi- 
cally, but  also  thoroughly  indoctrinated  in  the 
comprehensive  care  concept.  They  will  be  the 
frontline  of  patient  care  and  contact,  and  will 
utilize  the  services  of  sub-specialists  as  needed. 
The  present  trend  of  internal  medicine  practice 
towards  this  concept  is  already  apparent.  We 
cannot  count  on  general  practitioners  in  the  ac- 
cepted sense  to  provide  this  service.  We  must 
face  the  fact  of  their  relative  and  steadily  in- 
creasing scarcity  in  most  communities.  The  fail- 
ure of  general  or  family  practice  residency  pro- 
grams to  remedy  this  deficiency  is  quite  obvious 
to  even  the  casual  observer. 

Avoiding  piece-meal  service  involves  much 
more  than  physicians’  efforts  alone  — it  has  to 
be  prevented  in  hospitals.  Hospitals  must  be 
truly  general  and,  where  necessary,  by  close 
affiliation  with  other  agencies,  provide  compre- 
hensive services  — aeute  and  chronic  illness, 
psychiatric  and  out-patient  facilities  and  many 
others.  “Progressive  patient  care”  must  be  de- 
veloped to  the  fullest.  To  accomplish  all  this  in 
a practical  manner  will  require  planning,  coor- 
dination and  understanding  of  the  highest  de- 
gree. There  simply  will  not  be  sufficient  doctors 
to  achieve  this  alone,  and  all  members  of  the 
health  care  team  must  be  developed  to  their 
maximum  ability,  with  appropriate  responsibility 
in  the  overall  picture.  The  physician  will  still  be 
of  the  utmost  importance,  but  more  as  the  leader 
of  a team  than  as  an  isolated  individual. 

The  role  of  medical  schools  will  require  study 
and  re-evaluation.  It  would  appear  reasonable  to 
assume  that  the  primary  duty  of  a medical  school 
is  improvement  of  medical  care  by  training  bet- 
ter physicians.  The  details  of  accomplishment 
of  this  end  are  naturally  the  subject  of  much 
debate,  and  no  doubt  will  undergo  many  changes 
in  the  future.  The  emphasis  on  research  and  the 
highly  scientific  approach  to  medicine  must  re- 
main, along  with  thorough  teaching  of  the  funda- 
mentals of  medical  knowledge.  However,  stu- 
dents must  learn  the  meaning  of  comprehensive 
care  and  their  personal  responsibility  for  its  pro- 
vision. Without  medical  schools  being  more  in- 
volved in  the  health-care  needs  of  the  commu- 
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nity  than  many  of  them  are,  it  is  difficult  to  see 
how  they  can  teach  this  concept  or  really  fulfill 
their  purpose.  The  degree  of  their  involvement 
must  obviously  be  limited,  to  avoid  interference 
with  their  basic  teaching  responsibility,  but 
there  must  be  active  participation  in  study  of  the 
community’s  needs  and  available  services. 

Means 

We  have  previously  discussed  the  basic  means 
of  achievement  of  our  aims  through  teaching, 
research  and  service.  The  problem  remaining  is 
the  provision  of  the  environment  in  which  these 
can  be  accomplished.  Medical  schools  and  their 
presently  affiliated  hospitals  cannot  provide 
all  the  facilities  to  teach  and  train  the  large  num- 
bers of  personnel  required.  As  discussed  previ- 
ously this  means  greater  community  hospital 
involvement,  hopefully  with  close  liaison  and 
cooperation  from  the  medical  schools.  The  fol- 
lowing remarks  concern  the  role  of  individual 
hospitals  and  physicians  who  are  actively  in- 
volved in  graduate  education.  Communities  not 
so  involved  will  face  somewhat  different  prob- 
lems, that  will  not  be  discussed  here. 

It  is  immediately  evident  that  not  all  hospitals 
can  participate  in  formal  training  programs  for 
graduates.  There  has  to  be  a basic  complex  of 
services  and  facilities  available  for  the  prograrh 
to  have  depth  and  value,  maintaining  a 
scientific  and  academic  environment.  Coordinat- 
ing the  factors  of  service  to  the  private  patient, 
his  freedom  of  choice  of  physician,  the  commun- 
ity hospital,  the  individual  practitioner  and  the 
concept  of  comprehensive  care  calls  for  in- 
genuity and  foresight.  The  needs  and  circum- 
stances of  various  communities  and  hospitals  dif- 
fer widely,  and  so  will  the  solutions  that  are 
found.  For  the  average  community  hospital  in- 
volved with  graduate  education,  however,  a 
broad  general  plan  can  be  formulated.  The  es- 
sential theme  of  non-fragmentation  of  care  must 
be  preserved  and  this  can  best  be  accomplished 
through  the  development  of  a large  coordinated 
out-patient  service,  where  patients  may  choose 
their  own  physician.  Services  offered  must  be  all- 
inclusive,  and  correlated  with  acute  hospital  and 
convalescent  care.  Overall  guidance  for  any  one 
patient  should  be  provided  by  that  patient’s 
physician. 

Doctors  may  see  a percentage  of  their  patients 


at  the  clinic  rather  than  at  their  office,  and  some 
may  even  elect  to  see  all  their  patients  in  this 
out-patient  department.  Details  of  the  clinic’s 
operation  must  be  worked  out  to  avoid  the  de- 
lays and  impersonal  atmosphere  so  often  asso- 
ciated with  such  large  facilities  in  the  past. 

Interns  and  residents  may  be  assigned  to  par- 
ticipating physicians  for  relatively  prolonged 
periods,  so  that  continuity  is  maintained.  Only 
those  physicians  who  demonstrate  the  willing- 
ness and  ability  to  teach  effectively  in  this  en- 
vironment should  have  house-staff  assigned  to 
them.  The  intern  and  resident,  working  in  close 
liaison  with  their  “preceptor”  would  develop  a 
satisfactory  relationship  involving  the  patient, 
themselves  and  the  attending  physician,  and 
would  participate  in  all  phases  of  the  patient’s 
care.  Utilization  of  the  other  services  available, 
including  consultation,  would  be  encouraged, 
but  always  under  the  direction  of  the  patient’s 
“team”,  and  his  personal  physician.  Considera- 
tion must  be  given  to  the  necessity  of  24-hour 
care  through  emergency  services  or  night  clinics, 
bearing  in  mind  that  the  leader  of  the  team  may 
be  unavailable  at  certain  times. 

There  is,  of  course,  nothing  new  in  this  idea 
and  it  is  certainly  not  without  difficulties.  It  re- 
quires considerable  cooperation  from  all  con- 
cerned and  also  brings  with  it  some  degree  of 
supervision  and  control  — but  control  aimed  at 
quality  of  care  and  quality  of  teaching.  Most 
of  us  are  already  well  accustomed  to  some  form 
of  such  control  and  self-discipline  in  the  hos- 
pitals in  which  we  work,  and  in  all  honesty  must 
admit  that  it  does  indeed  tend  to  elevate  the 
standards  of  medical  practice. 

A Plan  of  Aclion 

There  are  many  questions  to  be  answered.  Do 
we  encourage  group  practice,  or  make  every  ef- 
fort to  preserve  the  solo  practice  of  medicine? 
How  much  practice  should  be  associated  with 
hospital  out-patient  departments?  What  are  v'e 
doing  to  educate  and  train  other  members  of  the 
team  to  accept  responsibility  to  the  maximum 
of  their  abilities?  How  will  we  improve  emer- 
gency care  in  our  hospitals?  Which  hospitals  will 
train  interns  and  residents?  How  do  we  adapt 
medical  education  at  all  levels  to  new  legislation? 

These  and  many  other  problems  require  solu- 
tion, but  only  after  detailed  discussion  and  stud\ . 
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Physicians  in  every  community  should  be  in- 
volved in  this  expanding,  turbulent  area,  so  that 
we  may  establish  order  and  avoid  chaos  so 
that  we  are  not  dependent  on  others  far  re- 
moved for  our  future  and  our  fate.  No  matter 
what  our  situation  or  specialty,  we  can  act  now 
to  plan  effectively  for  the  future,  utilizing  the 
services  that  will  become  available.  Who  is  bet- 
ter qualified  for  leadership  in  this  field  than 
mature,  experienced,  knowledgeable  and  sympa- 
thetic physicians? 

So  far  we  have  discussed  the  trends,  the  oppor- 
tunities, the  ultimate  goals.  How  do  we  translate 
our  thoughts  into  a practical  plan  of  action  for 
our  own  community  or  hospital?  Bearing  in  mind 
the  plea  for  leadership  from  physicians,  the  fol- 
lowing is  suggested: 

1.  Thoughtful  acceptance  of  our  own  duty  as 
physicians  to  become  personally  involved  in 
planning  for  the  future  of  community  health 
services. 

2.  Presentation  to  our  staff  of  the  importance 
of  loeal  study  and  action  now,  with  a plea 
not  to  wait  for  “someone  else”  to  make  the 
first  move  and  do  our  planning  for  us. 

3.  Formation  of  a group  to  study  the  legislative 
details,  the  needs  of  our  own  community  and 
hospital,  and  the  implications  of  both  for  the 
next  decade  or  so. 

4.  Development  of  a realistic  plan  to  reach  the 
goal  of  comprehensive  care  for  all,  using  every 
facility  and  service  available. 

5.  Implementation  of  the  plan  step  by  step  over 
the  years,  so  that  we  are  not  suddenly  con- 
fronted with  an  extensive  problem,  quite  un- 
prepared for  its  effective  solution. 

In  summary,  we  must  provide  inelusive  facili- 
ties for  patient  care  and  graduate  teaching 
through  integrated  out-patient  and  in-patient 
services,  developing  the  concept  of  precep'^or- 
ship  and  the  team  relationship  with  our  patients. 
The  destruction  of  the  individual  patient-doctor 
relationship  need  not  occur  if  conscientious  ef- 
fort and  consideration  is  obtained  from  all  in- 
volved. Physicians,  those  who  truly  under  what 
quality  of  medical  care  means,  must  provide  the 
motivation  and  the  leadership  to  reach  our  goals. 

It  is  indeed  a time  of  challenge  and  promise. 
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NURSING  WAITS:- 

between  things  ended  and  things  begun” 


Bette  Clemons,  R.N. 


The  scientism  of  medicine  has  diluted  the  role  of  the  nurse 
and  the  physician  in  their  responsibility  to  the  patient.  The 
tender,  loving  care  of  a sick  human  demands  people  who 
practice  the  "laying  on  of  hands";  who  exhibit  an  understand- 
ing of  the  need  for  an  attentive,  sympathetic  ear  when  the 
ill  are  under  physical  and  mental  stress;  plus  an  abiding  com- 
passion for  the  misfortunes  of  the  one  who  is  sick.  Specific- 
ally this  demands  a visitation  span  per  patient  of  greater  mag- 
nitude than  anyone  cares  to  give  in  these  days  of  multitudinous 
esoteric  distractions. 

The  present  trend  of  nursing  is  away  from  the  overbearing 
dictatorship  of  the  physician,  into  the  clear,  bright,  blue  yon- 
der of  being  honorific  and  independent.  From  a purely  per- 
sonal standpoint  the  new  type  of  nurse  must  have  a feeling 
of  great  accomplishment.  The  freedom  gained  by  her  must  be 
accepted  by  the  rest  of  us  as  further  evidence  of  the  full 
emancipation  of  women. 

Miss  Clemons  brings  forcibly  to  our  attention  the  need  for 
the  practical  aspect  in  nursing  as  an  absolute,  ineradicable 
essential.  To  this  I heartily  agree  and  endorse  her  every  word. 

The  real  issue  before  us  is  of  great  magnitude.  We  must 
avoid  an  irreversible  stalemate  on  how  nurses  should  be  edu- 
cated. The  time  is  very  late  for  a frontal  attack  on  the  essen- 
tial problem  — who  and  how  will  we  care  for  our  sick? 

N REPRESENTING  the  technical  nurse  do  I 
represent  the  backbone  of  nursing,  a dying 
species,  or  a combination  of  both?  The  essential 
issues  are  not  confined  to  this  platform  as  they 
well  may  determine  the  fate  of  nursing;  what 
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“Trends  in  Nursing  Care.” 


nurses  will  be  to  patients,  and  how  nurses  are 
to  be  created. 

Medicine  and  nursing,  like  all  else  on  this 
earth,  have  never  been  fixed  — things  are  dif- 
ferent and  will  continue  to  be  different.  The 
nurse  who  bemoans  the  fact  that  things  were 
done  differently  in  her  day  is  quite  right;  the 
trouble  comes  when  we  tend  to  accept  our  indi- 
vidual day  of  entrance  upon  the  scene  as  level 
ground,  failing  to  recognize  the  moment  as  a 
mere  facet  of  nursing’s  evolution. 

Familiarity  with  our  history  is  of  equal  im- 
portance to  keeping  abreast  with  today’s  rapid 
changes.  It  adds  much  needed  perspective,  which 
doubles  as  a stabilizer.  No  one  can  envision  our 
future  course  without  understanding  where  we 
are  today  and  how  we  got  here. 

What  may  appear  to  be  the  latest  innovation 
is  very  often  the  revival  of  an  idea  from  the  for- 
gotten past.  I point,  for  example,  to  The  Ameri- 
can Nurses  Association  First  Position  on  Educa- 
tion for  Nurses  (commonly  referred  to  as  the 
“Position  Paper’’),  which  calls  for  nurses  to  be 
classified  as  PROFESSIONAL  or  TECHNICAL.' 
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As  far  back  at  1907  attempts  were  made  to 
“grade  nurses,”  categorizing  them  as  “executive 
or  teaeher,  bedside  nurse,  and  attendant  nurse.” 
All  nurses  were  to  have  special  training  and  were 
to  be  registered  after  examination.  The  original 
plan  bogged  down  with  the  alarming  discovery 
that  untrained  nurses  simply  outnumbered  the 
trained  ones.  Educators  have  revived  the  system 
of  grading  nurses  today.  The  future  education 
proposed  for  both  groups  is  where  we  take  issue, 
for  heavy  emphasis  has  been  placed  upon  theory 
with  an  ever  diminishing  value  of  technical  or 
practical  education. 

It  seems  a curious  fact  that  the  down  grading 
of  the  technical  aspects  in  nursing,  which  began 
as  a private  skirmish  between  operating  room 
and  the  higher  echelon  in  nursing,  now  engulfs 
all  of  nursing. 

We  are  promised  a continuing  place  for  the 
technical  nurse.  At  the  same  time  we  are  as- 
sured of  an  increase  in  the  trend  of  teaching  to 
take  place  solely  on  the  University  Campus, 
which  demonstrates  confusion  about  how  she 
is  created. 

Motivated  by  an  ever  widening  seope  of  non- 
hospital nursing  on  one  hand  and  medical  science 
breakthroughs  on  the  other,  educators  would 
meet  both  needs  by  the  use  of  identical  teaching 
methods  swinging  away  from  in-hospital  teach- 
ing. Dialysis,  kidney  transplant,  medical  and  sur- 
gical treatment  in  the  hyperbaric  chamber,  cor- 
onary care  and  all  manner  of  intensive  care  de- 
mand technical  excellence  of  the  nurse.  Yet  we 
seem  bent  on  nursing  by  an  indirect  system. 

However  splendid  these  recent  advances  in 
medical  science  may  be,  collectively  they  could 
never  match  the  vast  need  for  change  wrought 
by  the  advent  of  asepsis.  Yet  these  needs  were 
met,  slowly,  and  none  of  us  will  ever  know  how 
haltingly  or  painfully,  but  they  were  met  in- 
telligently with  a blend  of  theoretical  background 
and  vital  technical  training. 

In  the  earliest  of  training  schools  students  were 
overworked,  undertaught  and  exploited.  They 
were  used  by  their  hospitals  rather  than  being 
educated  or  prepared  to  assume  duties  in  nurs- 
ing elsewhere.  During  the  I890’s  agitation  among 
nursing  leaders  brought  about  a more  thorough 
course  of  instruction  for  nurses.  Nursing  leaders 
sought  to  develop  what  they  termed  a well  bal- 
anced nurse,  feeling  that  theory,  manual  and  cul- 


tural ingredients  were  all  of  equal  importance 
to  the  betterment  of  “nursing  care  standards.”^ 
Have  the  needs  of  patients  changed  in  70  years 
so  vastly  as  to  alter  that  formula?  College  educa- 
tion, when  long  ago  expressed  as  highly  desir- 
able for  nurses,  had  as  its  express  goal  the  “bet- 
terment of  care  the  patient  would  receive.”^  The 
sad  fact  is  that  one  no  longer  hears  expressed 
concern  for  the  quality  of  direct  care  rendered 
to  patients,  but  instead  alarming  emphasis  is 
placed  upon  STATUS  for  NURSES.  Under- 
standably, the  ever  increasing  national  appetite 
for  education  is  mirrored  in  nursing.  Alexander 
Dumas  warned  “even  virtues  can  become  crimes 
by  exaggeration.”  If  the  “University  Campus” 
does  not  have  its  own  hospital,  where  on  the 
campus  is  the  laboratory  for  this  new  “science” 
of  nursing?  Where  does  the  student  learn  to  meet 
and  to  control  herself  in  the  face  of  an  emer- 
gency? 

We  are  told  that  the  “professional  nurse”  is  to 
exercise  “clinical  nursing  judgment. Where 
does  one  acquire  good  judgment?  What  can  be 
applied  to  pulsing  flesh  that  is  drawn  from  text 
book  pictures  alone?  Elorence  Nightingale  rea- 
lized, “One  does  not  treat  pneumonia,  one  treats 
the  PERSON  who  has  pneumonia.”®  Care  of 
diseases  can  be  taught  at  the  university  campus; 
care  of  people  can  only  be  LEARNED  at  the 
bedside.  Is  not  good  judgment  something  one 
acquires  BECAUSE  of  experience? 

The  prime  reason  offered  for  the  swing  away 
from  hospital  teaching  to  that  of  the  campus  is 
of  “economic  burden.”^  Where  is  the  economy 
in  having  to  pay  persons  whose  sole  duty  it  is 
to  teach  new  graduate  nurses  how  to  function 
in  a hospital? 

How  to  finance  schools  of  nursing  is  not  a new 
dilemma  — it  has  been  with  us  since  the  begin- 
ning. In  a questionnaire  from  one  director  of  a 
nursing  school  to  that  of  another  the  following 
was  put  forth:  “The  difficulty  of  raising  money 
to  carry  on  these  institutions  has  only  to  be  sug- 
gested in  order  to  be  appreciated.  By  placing 
our  Raining  schools  more  nearly  on  the  same 
basis  as  that  of  other  educational  institutions, 
would  not  we  attract  a HIGHER  GRADE  of 
women  into  nursing?”  The  contemporary-toned 
questionnaire  was  dated  1887  and  signed  “Isa- 
belle Hampton.” 

If  the  fact  is  that  the  burden  at  last  has  be- 
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come  unbearable,  perhaps  it  is  time  to  lift  it  from 
the  place  it  has  chaffed.  Rather  than  shifting 
the  education  of  nurses  to  a university  campus, 
their  education  should  instead  be  shifted  to  hos- 
pitals scientifically  and  specifically  organized  for 
the  purpose  of  educating  nurses.  In  that  setting 
a productive  nurse  could  be  formed  with  vitally 
necessary  technical  training  in  stable  balance 
with  applicable  theoiy.  This  would  permit  the 
individuaFs  specialization  into  education  and 
administration  to  flower  as  her  talents  and  de- 
sires unfold. 

It  is  impossible  to  judge  the  ultimate  out- 
come of  the  plan  offered  today.  The  plan 
which  relies  hea\  ily  upon  theory  alone  cannot 
be  measured,  as  no  guage  exists.  One  cannot 
point  to  the  high  quality  of  our  heavily  degreed 
educators  and  administrators  of  today,  for  each 
of  them  has  risen  from  a fine  technical  and  ex- 
perienced background. 

It  is  not  alone  the  question  of  education  that 
has  put  nursing  on  the  block  today.  Something 
serious  is  happening  to  nursing  itself.  We  will 
never  cease  our  Old  World  flight,  which  we  re- 
tain as  our  national  characteristic  — PROGRES- 
SIVENESS. We  dwell  in  the  crucible  of  break- 
away. The  speed  of  our  age  has  robbed  us  of 
time  to  ponder,  stripped  us  of  logic.  In  our  eager- 
ness to  conform  we  have  lost  our  willingness  to 
question.  Thus  in  the  name  of  progress,  we  have 
let  many  things  happen  to  us  which  were  not 
necessarily  a step  forward.  Social  and  economic 
changes  since  World  War  II  opened  the  need 
for  ancillary  personnel  to  be  pressed  into  service. 
To  elevate  tlie  nursing  care  standards,  the  menial 
tasks  and  unpleasantries  were  removed  from 
nurses’  lengthy  list  of  duties  so  that  we  could 
return  to  the  bedside.  Persons  brought  into  play 
would  work  only  under  the  close  first-hand  su- 
pervision of  registered  nurses.  Old  guard  nurses 
expressed  their  resentments  and  fears,  but  were 
salved.  “It  would  never  happen,  nurses  would 
never  be  replaced  at  the  bedside.” 

The  ANA  Position  Paper  puts  it  well  when  it 
says  “Conditions  of  nursing,  as  that  of  any  pro- 
fessional service,  are  determined  by  the  struc- 
ture of  society  and  its  prevailing  values.”'  Tinsled 
values,  alas,  have  taken  their  toll  in  nursing.  Its 
spirit  has  been  allowed  to  wane.  Eirst  to  be  shed 
was  its  mainstay  — discipline.  Lost  with  that  was 
respect.  Discipline  is  vital  to  persons  being  taught 
to  deal  in  life  and  death  matters.  Discipline  is  a 


necessary  atmosphere  and  acquisition  for  a nurse 
who  is  to  be  responsible.  A responsible  person 
both  displays  and  earns  respect  of  others. 

In  an  effort  to  recruit  more  women  into  nurs- 
ing, compensation  is  also  being  updated.  Eewer 
working  hours  for  more  money  is  a gratifying 
prospect  to  the  most  dedicated  nurse.  Now, 
former  rewarding  hard  work  is  viewed  as  “social 
injustices”  to  nurses.'  A misplaced  emphasis  over- 
looks an  unalterable  fact— woman’s  attraction  to 
nursing  is  not  monetary.  The  success  of  the  Peace 
Corps’  nurse  recruitment  has  proven  this.^  The 
disclosure  of  a program  “which  offers  vigorous 
training  with  emphasis  on  DIRECT  INVOLVE- 
MENT with  people  in  need.  . . .”  should  serve 
as  a beacon.'* 

It  is  not  alone  a case  of  trying  to  make  nurs- 
ing more  attractive  to  prospective  students.  Some 
find  us  “engaged  in  a struggle  to  wrest  nursing 
from  the  clutches  of  those  who  wovdd  keep  it  a 
field  of  servitude  rather  than  a field  of  profes- 
sional service.”®  I believe  we  need  not  sacrifice 
one  in  order  to  attain  the  other.  More  clearly, 
we  should  not  try.  Nursing  should  remain  sub- 
servient, but  it  need  not  be  without  dignity.  If 
we  have  lost  that,  we  should  not  seek  to  regain 
it  by  tiying  to  change  what  nursing  is.  To  reject 
and  ignore  our  own  tradition  is  to  commit  suicide. 
Tear  out  the  roots  of  a plant  and  it  will  die. 

The  present  day  upheaval  in  nursing  is  such 
that  living,  working,  being  a registered  nurse  is 
trying  to  walk  a straight  line  during  an  earth- 
quake when  nothing  around  you  is  stable.  Des- 
perately needing  bedrock,  we  have  forgotten 
that  we  have  it  in  our  nursing  heritage. 

Exercising  infinite  vision,  Florence  Nightingale 
foresaw  what  she  felt  would  destroy  nursing  as 
she  set  down  its  potential  dangers  in  1893.'' 

1.  a loss  of  “earnestness— dedication.” 

2.  “mere  money— getting  purpose” 

3.  concentrating  upon  nursing  as  a profession 

rather  than  a calling. 

4.  “.  . . thei'e  is  iuiother  danger,  perhaps  the 
greatest  of  them  all  — it  is  this;  as  liberal  educa- 
tion and  colleges  for  women  start,  multiply  and 
improve,  some  will  believe  that  e\’crything  can 
be  taught  by  book  and  by  lecture,  aud  tested  b\- 
examination;  that  memory  is  the  great  step  to 
excellence.  Rook  learning  is  useful  only  to  render 
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the  practical  health  of  the  health  workshop  in- 
telligent. No  theories,  no  books  can  ever  dispense 
with  the  need  for  that  workshop.”^ 

Needed  in  nursing  today,  1966,  is  delicate 
balance.  Balance  in  the  control  of  nursing  — in 
the  fulfillment  of  the  areas  within  nursing— in  the 
means  of  educating  nurses,  and  in  the  values, 
goals  and  aspirations  for  nurses.  And  the  most 
careful  balance  of  all  — in  the  application  of  her 
skills  to  the  needs  of  the  patient.  “We  can  work 
so  hard  at  being  a profession  that  we  forget  we 
have  a commitment  to  the  patient  for  care.”® 

“There  certainly  cannot  be  a more  necessary 
or  more  noble  or  more  God-like  action  than  to 
adminisier  to  the  wants  of  our  fellow  creatures 
in  distress.  While  virtue  or  religion  are  known 
among  mankind,  this  conduct  will  be  apijroved; 
and  while  heaven  is  just,  it  will  be  rewarded.”*’ 
Historically,  someone  has  always  been  NURSE 
to  the  patient.  The  above,  written  in  1832  when 
Florenc'e  Nightingale  was  but  twelve  years  old, 
bears  this  out;  and  so  it  will  always  be.  The 
question  is:  whom  do  we  want  that  person 
to  be? 
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“‘Tranquilizer’  is  not  a good  word’” 


This  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue/'^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  “an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference'’  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.^ 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.^ 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.^ 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."‘ 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.^  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 
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C.N.S.  depressants  may  be  potentiated.  Hypoten- 
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not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
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phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.^ 
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without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action.  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos-  ' 
sible  blood  dyscrasias;  if  symptoms  of  upper  res-  i 
piratory  infection  occur,  discontinue  drug  and  ; 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert  ; 

References:  1.  Simpson,  C.M.:  Postgrad.  Med  I 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
775:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 
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Paul  B.  Jarrett,  M.D. 


It  seems  that  a basic  truth  that  must  be  faced 
however  repulsive  it  may  be  to  some,  is  that  you 
can’t  run  a hospital  without  doctors. 

Physicians  are  the  only  ones  who  have  the 
training,  the  insight  and  the  ability  to  determine 
what  constitutes  the  best  in  care  for  their  pa- 
tients, and  the  only  ones  who  can  supply  or 
supervise  that  care. 

This  isn’t  a point  that  can  be  argued,  it  is 
established  by  experience  and  definition. 

Another  basic  truth  is  that  doctors  are  some- 
times found  by  some  people  to  be  difficult.  They 
are  frequently  resentful  of  demands  that  they 
conform  to  rules  made  for  them,  or  that  they 
adapt  their  thinking  to  conform  to  the  “modern 
trend,”  or  knuckle  under  to  someone’s  idea  of 
proper  organization. 

Traditionally  the  physician  has  been  an  inde- 
pendent agent.  He  has  built  his  practice  and 
reputation  through  his  own  dedication,  skill 
and  service.  Understandably,  he  is  proud  of  his 
calling  and  jealous  of  his  role  as  an  independent 
agent.  He  is  mistrustful  of  third-party  interposi- 
tion between  himself  and  his  patients  and  fear- 
ful of  any  arrangement  that  submerges  his 
identity  or  that  of  his  patient. 

Medicine  has  shown  that  it  isn’t  dedicated  to 
horse-and-buggy  practice,  although  it  has  been 
accused  of  this  whenever  resistance  has  been 
shown  to  changes  that  would  reduce  its  role  as 
the  sole  arbiter  of  what  is  best  for  patients. 

Reasonable  men  must  know  that  when  a con- 
siderable number  of  physicians,  who  are  mature. 


of  good  will,  sensible  and  dedicated,  become 
alarmed  over  the  burgeoning  role  of  the  hospital 
in  matters  traditionally  the  responsibility  of  the 
profession,  the  situation  deserves  another  look. 

Certain  changes  looming  on  the  horizon  call 
for  the  hospital  to  be  the  purveyor  of  profes- 
sional services.  Plans  in  other  states  for  employ- 
ing full-time  chiefs  of  each  service  alarm  many 
of  our  members.  The  trend  toward  closed  staffs, 
denial  of  privileges,  less  and  less  staff  self- 
government,  practice  by  edicts  and  “big  brother” 
direction  has  been  brought  about  in  some  areas 
of  the  country  secondary  to  bed  shortages  and 
certain  court  decisions,  plus  the  desire  to  “stream- 
line and  modernize”  by  cential  regulation. 

In  Arizona,  the  relationship  between  staff  and 
trustees  has  generally  been  good.  To  insure  that 
it  continues  to  be  good,  assurance  of  a line  of 
communication  open  at  all  times  is  necessary. 

The  House  of  Delegates,  in  its  wisdom,  adopt- 
ed Resolution  Number  15,  which  importunes 
hospitals  to  place  an  elected  representative  from 
the  medical  staff  on  the  board  of  directors.  His 
presence  cannot  cinch  an  issue  or  reject  it,  but 
if  he  is  there  by  right  and  not  by  sufferance,  the 
doctors  will  surely  have  the  ear  of  the  board. 

Whether  or  not  the  Trustees  will  embrace  this 
Resolution  with  the  enthusiasm  that  it  was  passed 
by  the  doctors  remains  to  be  seen.  Meanwhile, 
Dr.  Melvin  Kent’s  Hospital  Liaison  Committee 
will  do  its  best  to  implement  Resolution  Number 
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'ffenerat  psychiatry  and  neuro! 
child  psychiatry ' 


clinical  psychology 
psychiatric  sociai  work 

and  famiiy  counseiiing 


5051  NORTH  34»h  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman^  M.D. 
Bland  Giddings,  M.D. 
Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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ADMISSION  TO  MEDICAL  SCHOOL 


In  college,  the  pre-meclical  student  will  usu- 
ally have  taken  about  16  “hours”  of  work  each 
semester.  It  takes  125  units  of  acceptable  work 
to  be  eligible  for  a Bachelor’s  degree  in  Arts  or 
Science.  The  medical  school  will  consider  achuit- 
ting  a student  after  he  has  approximately  100 
hours  of  undergraduate  work  (i.e.  after  three 
years  of  college)  but  it  would  have  to  be  for 
rather  exeeptional  circumstances  since,  for  every 
person  who  is  accepted  from  this  category,  an- 
other (with  a degree)  must  be  turned  down.  In 
other  words,  the  student  with  a Bachelor’s  degree 
has  a definite  advantage  over  the  third-year 
student. 

Included  in  the  125  hours  are  certain  courses 
which  are  prescribed  as  “pre-medical.”  These 
courses  may  be  “pre-”  anything  and  are  not  ex- 
elusively  pre-medical  by  any  means.  Further- 
more, these  pre-medical  requirements  only  add 
up  to  approximately  38  hours  of  the  total  re- 
quired. This  is  one  of  the  reasons  why  one  can, 
with  rather  good  authority,  urge  a pre-medical 
student  to  emphasize  work  in  other  fields  than 
biology,  zoology  and  the  pre-medical  sciences. 
Indeed,  he  can  earn  his  Bachelor’s  degree  in  arts 
just  as  well  as  in  science  and  still  be  pre-medical. 

The  specific  course  requirements,  in  hours, 
are  as  follows:  chemistry  — 16  (eight  each  in 
inorganic  and  organic  chemistry);  physics  — 8; 
general  biology  or  zoology  — 8 and  English  — 6. 
All  but  English  must  include  laboratory  experi- 
ence. Naturally,  such  requirements  as  these  are 
minimal.  We  usually  encourage  students  to  amp- 
lify their  course  selections,  if  they  can,  to  in- 
clude such  material  as  analytical  geometry  and 
calculus,  quantitative  analysis,  physical  chemis- 
try, genetics,  psychology  and  social  science. 
Then,  when  we  evaluate  the  grades  of  the  pre- 
medical student  we  determine  a grade  point 
average  for  those  courses  which  are  pre-med- 
ical as  well  as  for  the  entire  curriculum.  Then 
we  can  make  a judgment  about  performance 
based  on  what  else  the  student  was  taking  (and 
doing)  in  addition  to  taking  the  material  which 
was  required.  In  this  regard,  it  is  a mistake  to 
lend  encouragement  to  the  rumor  that  a student 


should  be  essentially  “all  A’s”  or  “all  A’s  and  B’s” 
if  he  wants  to  try  to  get  into  medical  school. 
Currently,  approximately  14%  of  medical  school 
freshmen  had  presented  an  “A”  average  in  their 
college  work  and  76%  presented  a “B”  average 
when  they  were  picked. 

All  pre-medical  students  must  take  the  Medical 
College  Admission  Test  before  their  application 
is  given  final  consideration  by  the  admissions 
committee.  Cenerally,  this  test  is  taken  in  the 
spring  of  the  junior  year  in  college  although  it 
is  possible  to  take  it  the  preceding  fall  or  as 
late  as  the  fall  of  the  senior  year.  The  scores 
achieved  by  the  students  on  this  test  are,  as 
might  be  expected,  only  of  limited  help  in 
evaluating  the  applicant.  Their  principal  value  is 
predictive.  That  is,  an  applicant  with  a poor 
NIC  AT  score  will  run  a statistically  greater 
chance  of  academic  failure  in  medical  school 
than  will  an  applicant  with  a higher  MCAT 
testing.  On  the  other  hand,  after  the  first  year 
and  a half  of  medical  school  the  majority  of 
dropouts  occur  because  of  non-academic  rea- 
sons. Therefore,  admission  committees  have  tend- 
ed to  use  MCAT  scores  more  or  less  as  a pre- 
dictive device  relative  to  successful  perform- 
ance in  the  first  year  or  two  of  medical  school. 
They  rely  on  other  criteria  to  predict  success 
beyond  that  time. 

Briefly,  character,  integrity  and  motivation  are 
considered  by  carefully  reviewing  the  student’s 
non-academic  achievements,  his  letters  of  rec- 
ommendation and  support,  and  his  standing 
among  his  peers.  Then,  he  may  be  interviewed 
by  an  admissions  team.  This  team  is  usually 
charged  with  the  responsibility  for  getting  to 
“know”  the  candidate  sufficiently  well  that  it 
can  be  the  final  interpreter  of  the  candidate  to 
the  admissions  committee  itself.  The  admissions 
committtee  is  the  final  body  of  authority  with 
respect  to  the  success  of  the  applicant  in  gaining 
admission  to  the  medical  school. 
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In  acute  bursitis, 
what  happens  when  you  add 
Butazolidiri? 

phenylbutazone 


Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug  allergy;  his- 
tory of  blood  dyscrasia.  Because  of  the  increased  pos- 
sibility of  toxic  reactions,  the  drug  should  be  used  with 
greater  care  in  the  elderly  and  should  not  be  given 
when  the  patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently.  Large  doses 
of  Butazolidin  alka  are  contraindicated  in  patients  with 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch  for  exces- 
sive increase  in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of  sulfonyl- 
urea, sulfonamide-type  agents  and  insulin.  Patients  re- 
ceiving such  concomitant  therapy  should  be  carefully 


observed  for  this  effect.  Use  with  caution  in  the  first 
trimester  of  pregnancy. 

Precautions:  Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a complete  physi- 
cal and  laboratory  examination,  including  a blood  count. 
The  patient  should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin  reactions; 
black  or  tarry  stools.  Regular  blood  counts  should  be 
made  to  guard  against  blood  dyscrasias. 

Adverse  Reactions:  The  most  common  adverse  re- 
actions are  nausea,  edema  and  drug  rash.  Moderately 
lowered  red  cell  count  may  sometimes  occur  due  to 
hemodilution.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
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"The  response  in  most  cases 
is  dramatic...” 

Lowell,  J.B.:  New  England  J. Med. 269:  798,1963. 


When  Lowell  added  phenylbutazone  to  enty-two  hours,  and  occasionally  as  early 
his  usual  immobilization  and  rest  meas-  as  twenty-four  hours.  There  is  rapid  loss 
ures  for  the  treatment  of  acute  shoulder  of  pain  and  concomitant  increase  in  avail- 
bursitis,  he  found  “The  response  is  dra-  able  motion”, 
matic  and  occurs  within  forty-eight  to  sev- 


quently,  agranulocytosis,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome  or  a generalized  allergic  reaction 
may  occur  and  require  withdrav/al  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vertigo  or  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have  been 
reported  but  cannot  definitely  be  attributed  to  the  drug. 
Thrombocytopenic  purpura  and  aplastic  anemia  are  also 
possible  side  effects. 

Confusional  states,  hyperglycemia,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hepatitis,  jaundice 
and  several  cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Average  Dosage:  Initially,  give  400  mg.  daily  (one 
tablet  or  capsule  q.i.d.),  reducing  this,  if  possible,  when 


a favorable  therapeutic  effect  has  been  obtained.  If 
after  one  week  there  has  been  no  response,  discontinue 
the  drug. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6509-V(B) 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-45t3 


Butazolidiri  alka  Geigy 

Each  capsule  contains:  Butazolidin®,  phenylbutazone,  100 
mg.;  dried  aluminum  hydroxide  gei,  100  mg.;  magnesium 
trisilicate,  150  mg.;  homatropine  methylbromide,  1.25  mg. 
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high  activity 

From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M,; 
Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


Effective  \n  a wide  range  of  everyday  irifections^ respira- 
tory, urinary  tract  and  others— in  the  young  and  aged  — 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive, 

Conf/'a/nd/caf/on- History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 


tial.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals 
since  absorption  is  impaired  by  the  concomitant  admin 
istration  of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCl. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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PRINCIPLES  OF  MEDICAL  ETHICS 

Roland  F.  Schoen,  M.D. 


Section  9:  A physician  may  not  reveal  the  con- 
tidences  entrusted  to  him  in  the  course  of  medi- 
cal attendance,  or  the  deficiencies  he  may  ob- 
serve in  the  character  of  patients,  unless  he  is 
re<]uired  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

Section  10:  The  honored  ideals  of  the  medical 
profession  imply  that  the  responsibilities  of  the 
physician  extend  not  only  to  the  individual,  but 
also  to  society  where  these  responsibilities  de- 
serve his  interest  and  participation  in  activities 
which  have  the  purpose  of  improving  both  the 
health  and  the  well-being  of  the  individual  and 
the  community. 

Having  become  more  than  casually  familiar 
with  our  Principles  of  Medical  Ethics  during  the 
past  six  months,  the  9th  and  10th  principles  are 
not  too  great  a surprise,  nor  do  they  require 
great  analysis  to  be  understood  or  accepted. 

Section  9:  None  but  members  of  the  cloth  are 
privy  to  more  confidences  from  individual  mem- 
bers of  society  than  is  the  physician.  In  addi- 
tion, the  physician  usually  receives  his  confi- 
dences under  conditions  of  acute  mental  or  physi- 
cal stress.  Nowhere  are  the  vicissitudes  of  both 
mind  and  body  more  readily  bared.  The  physi- 
cian, being  the  recipient  of  such  unusual  trusts, 
must  make  subsequent  qualitative  evaluation  of 
them.  This  is  a “privileged  communication.”  If 
the  communication  is  irrelevant,  concerning 
merely  the  individual  and  being  harmless  to  that 
individual,  then  the  actual  act  of  volunteering  the 
information  to  the  physician  may  be  therapeutic 
in  itself  and  should  be  of  no  more  concern. 
Should  this  information,  however,  be  detrimental 
not  only  to  the  individual  volunteering  it,  but 
the  community  in  which  he  lives,  then  the  physi- 
cian is  required  to  act  upon  the  information, 
but  he  must  act  with  tact,  discrimination  and 
honor.  Examples  come  readily  to  mind  when  one 
thinks  of  infectious  diseases,  grave  illnesses,  or 


unexplained  trauma. 

Analyze  a little  further.  The  physician’s  entire 
training  is  designed  to  develop  evaluation  and 
discrimination  in  both  observation  and  judgment. 
However,  the  physician  may  not  be  both  judge 
and  jury,  but  he  will  evaluate  a confidence  as  it 
is  submitted,  acting  when  legally  required,  but 
acting  also  for  the  idtimate  benefit  of  both  the 
individual  and  the  community. 

Section  10:  Critical  or  qualitative  analysis  of 
tins  section  is  not  only  difficidt  but  fairly  super- 
fluous. What  else  is  there  to  say  that  has  not  al- 
ready been  said?  There  is  some  doubt  in  my  mind 
as  to  whether  we  have  not  dealt  lightly  with  the 
second  word  of  the  section;  but  the  charges  are 
quite  clear.  The  section  frees  the  physician  from 
an  individual  role  and  projects  him  into  the 
midst  of  a complex  and  integrated  society  where 
his  responsibility  exceeds  that  of  the  ordinary 
individual;  the  physician  is  charged  not  only 
with  the  usual  responsibilities  but  in  addition 
with  those  affecting  both  the  health  and  the  well 
being,  not  only  of  an  individual  but  also  of  the 
community. 

Permit  the  literary  license  of  the  following 
exceiqTts  from  the  writings  of  a 16th  century 
author  with  whom  we  are  all  familiar; 

“Give  thy  thoughts  no  tongue. 

Nor  any  unproportioned  thought  his  act. 

Be  thou  familiar,  but  by  no  means  vulgar. 

Those  friends  thou  hast,  and  their  adoption 
tried. 

Grapple  them  to  thy  soul  with  hoops  of  steel. 

Beware  of  entrance  to  a (piarrel,  but  being  in, 

Bear’t  that  the  opposed  may  beware  of  thee. 

Give  every  man  thy  ear,  but  few'  thy  \’oice; 

Take  each  man’s  censure,  but  reserxc  thy 
judgment. 

This  above  all;  to  thine  own  self  be  true. 

And  it  must  follow',  as  the  night  the  da>-. 

Thou  can’st  not  then  be  false  to  any  man.” 
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CONSIDER 


DEXAMYr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl’  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  ‘Dexamyl’  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  ^V2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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SUNDAY  NIGHT 


William  B.  McGrath,  M.D. 


There  sits  my  colleague.  He  has  a stone  in 
his  heart.  He  wants  me  to  take  it  out.  No; 
not  really.  He  knows  very  well  that  I can’t.  I 
guess  he  just  wishes  desperately  for  someone  to 
know  that  it  is  there. 

He  is  sorry  now  that  he  made  the  appointment; 
feels  foolish  taking  up  my  time.  All  the  sadness 
and  confusion  of  Sunday  night,  when  he  ealled 
me,  will  surely  sound  like  childish  self-pity.  Be- 
tween him  and  me  is  the  hard  glint  of  my  glasses. 
He  cannot  get  through  to  me. 

His  instinct  was  right:  It  would  be  easier  to 
talk  to  a stranger  or  to  a woman. 

Not  to  his  wife,  though.  They  have  an  unspok- 
en pact  not  to  recriminate.  Eaeh  is  vaguely  aware 
of  having  been  a disappointment  to  the  other. 
Why  bring  up  one’s  own  and  the  other’s  sense 
of  defeat  and  regret? 

The  stone  doesn’t  budge.  It  won’t  dissolve  in 
whiskey.  It  only  gets  stained  in  the  smoke  of  his 
cigarettes.  Every  attempt  to  switeh  to  a pipe  has 
lasted  no  more  than  an  hour.  You  eould  fill  a 
ditch  with  the  dry  tobacco  he  has  thrown  away. 

Sunday  evening  nobody  stopped  by.  Company 
would  have  made  all  the  difference  in  the  world. 
People  ought  to  visit  more  and  not  wait  for  an 
invitation.  He  should  have  ’phoned  another  cou- 
ple. More  truthfully,  he  should  have  asked  his 
wife  to  do  so.  She  would  risk  the  awkward  little 
hurt  of  their  declining. 

Or  they  could  have  gone  to  a friend’s  house. 
But  the  approach  to  any  front  door  is  strained, 
and  he  and  his  little  brood  always  feel  as  con- 
spicuous as  if  they  were  on  stilts. 


Anyway  everyone  else  is  probably  busy. 
They  ve  gone  bowling  or  to  a party.  They’re 
surely  doing  something! 

Eive  hundred  consecutive  Sunday  nights  he 
has  sat  there.  Heck,  in  that  lifetime  of  wasted 
hours  he  could  have  learned  to  play  the  piano  or 
violin.  What  a romantic  figure  he  would  have 
made,  lonely  and  tragic. 

Or  at  least  he  eould  have  read  the  medical 
journals.  Then  he  would  have  been  a renowned 
physician  with  all  kinds  of  impressive  informa- 
tion at  his  fingertips.  Eor  the  hundredth  time  he 
resolves  to  get  a pocket-sized  notebook  in  whieh 
to  jot  down  the  occasionally  brilliant  insights 
that  occur  to  him  while  he  is  driving.  But  for 
the  life  of  him  he  has  never  been  able  to  come 
up  with  an  original  idea.  And  any  published 
artiele  looks  more  scholarly  than  he  could  hope 
to  emulate,  so  he  just  feels  stupid  and  inade- 
quate. The  student  nurses  in  their  little  coveys 
do  not  even  look  up  when  he  passes. 

Sunday  night.  My  beloved  colleague  played  a 
symphony  on  the  installment-purchased  stereo. 
The  whole  thing  sounded  as  if  the  musicians 
were  still  angrily  tuning  their  instruments.  It 
just  grated  on  his  nerves.  How  much  did  he  put 
out  for  that  reproachfully  virginal  set  of  Great 
Books?  He  read  about  four  pages  of  philosopln'; 
grasped  its  solipsisms  as  a woman  clutches  a 
billiard  cue,  without  confidence  or  comprehen- 
sion. 

Eour  trips  he  made  to  the  bathroom  to  blow 
his  nose  on  Kleenex,  twice  missing  the  waste 
basket,  and  each  time  peering  into  the  mirror. 
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hoping  to  find  a black-head.  Six  times  he  wan- 
dered aimlessly  to  the  front  door  and  looked  out 
the  little  window. 

He  has  promised  himself  that  he  will  not  take 
a drink  after  supper.  He  could  imagine  doing 
entirely  without  alcohol  if  he  had  anything  else 
to  look  forward  to  at  the  end  of  the  day.  They 
say  that  it  takes  fifteen  years  for  a normal  per- 
son to  become  an  alcoholic.  That’s  about  right. 
Fifteen  years  ago  the  drink  was  not  so  essential 
a part  of  the  evening’s  routine. 

During  those  earlier  times  he  must  have  been 
sleep-walking.  Why  didn’t  someone  insist  that 
he  make  intelligent  plans  for  the  future?  Now 
it  is  too  late.  In  his  regular  and  itemized  series 
of  phony  excuses  for  buying  the  new  car,  num- 
ber eight  — that  it  would  be  safer  — didn’t  get 
a very  enthusiastic  reception  at  home  or  relieve 
his  buyer’s  remorse. 

His  wife  will  outlive  him,  that’s  for  sure.  He 
used  to  phantasy  going  to  her  funeral  — the  lone- 
ly and  tragic  figure  again.  Afterwards  every  pity- 
ing young  woman  would  come  to  comfort  him. 
Each  would  go  away  with  the  heart  warming 
memory  of  a perfect  evening:  the  deodorant 
cologne,  the  music,  the  gentle  conversation.  He 
would  not  molest  them  or  take  advantage,  as 
would  all  those  lustful  and  more  aggressive 
fellows. 

No:  he  is  not  a seducer  of  women.  He  is  too 
timid.  He  is  the  passive  type,  old  ever-ready, 
old  mistletoe,  craving  affection  like  a thirty-dol- 
lar  vacuum  sweeper,  raging  bitterly  inside  when 
no  one  ever  takes  the  hint  or  volunteers. 

He  used  to  think  that  the  years  would  dull  the 
uneasy  dissatisfaction  or  somehow  soften  the 
sharp  edges  of  the  stone  in  his  heart.  Everybody 
else  seems  uncomplicated  and  mature  — and  so 
effortlessly  articulate. 

Are  they  that  much  smarter  than  he  is?  Do 
they  button  their  bill-folds  in  their  hip  pockets 
before  the  service  station  chap  hands  back  their 
credit  cards?  Do  they  sit  down  in  the  front  seat 
and  then  have  to  fish  out  the  car  keys  in 
opisthotonos? 

The  other  night  at  the  meeting  he  had  some- 


thing to  say.  It  felt  as  if  his  head  were  notice- 
ably shaking  and  there  was  a tremor  in  his  voice. 

And  when  he  was  through  nobody  clapped. 
They  just  sat  there.  In  the  whole  smug  society 
there  isn’t  a single  person  who  looks  up  to  him 
or  really  likes  him.  ^^dlen  he  has  his  coronary 
he  had  better  plan  to  be  cremated.  It  would 
be  mortifying  for  his  wife  not  to  be  able  to 
find  six  pall-bearers  for  his  funeral. 

No  wonder  he  hasn’t  any  friends.  He  has 
grown  pusillanimous,  weak  and  mean  in  spirit. 
He  has  had  something  critical  to  remark  about 
everybody  he  knows.  He  is  a back-biter  and  they 
have  found  him  out.  Ha!  the  snide  and  secret 
satisfaction  of  serving  on  the  grievance  com- 
mittee, hearing  about  some  other  fellow’s  bad 
luck.  He  still  cringes  at  that  terrible  phrase: 
conduct  unbecoming  a professional  person.  On 
the  other  hand  when  he  has  had  an  impulse 
to  write  a complimentary  note  to  a colleague 
there  haven’t  been  any  stamps  in  the  desk  at 
home. 

He  is  a pathological  liar,  that’s  what  he  is. 
He  is  forever  quoting  himself,  how  he  stood  up 
to  the  authorities  or  cleverly  demolished  his  ad- 
versaries, when  in  truth  he  was  conciliatory  and 
ingratiating.  What  sputtering  rationalizations 
when  he  has  made  a mistake:  it  is  everybody 
else’s  fault  for  hurrying  him  or  withholding  in- 
formation. 

He  remembers  supper.  As  always  he  bragged 
about  his  exploits,  interrupted  the  children  and 
whined  at  them.  So  far  their  forgiveness  has 
seemed  wonderfully  ungrudging,  but  how  long 
can  it  last?  Away  from  them  he  has  always  re- 
solved and  rehearsed  how  to  be  more  under- 
standing so  that  they  could  bring  their  problems 
to  him.  Away  from  them  he  has  felt  suffused 
with  tenderness.  His  heart  goes  out  to  them,  but 
not  his  hand,  except  in  a gruff  and  awkward  ruf- 
fling of  the  hair.  He  has  never  been  able  to 
express  his  sentiments  and  he  has  certainly  not 
permitted  them  to  express  theirs  toward  him. 

Trying  at  last  to  shrug  off  the  gloomy  thoughts 
he  went  outside.  But  his  stomach  began  to  hurt 
again  and  the  old  disquiet  wouldn’t  let  him 
linger  to  look  at  the  stars.  And  so  to  bed  on 
Sunday  night. 
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lis  beautiful,  heated  sw’imming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
ley  ball,  ping  pong,  shuffleboard  and  badminton, 
all  under  the  supervision  of  a trained  therapist. 

Those  preferring  restful  relaxation  may  enjoy 
quiet  coni’ersation  in  the  beautiful  lawn  and 

grove  area  w ith  its  scenic  mountain  backdrop. 


5055  North  34th  Street 


955-6200 


PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

loved  by  the  joint  commission  on  accreditation  of  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCl.ATION 


Preludin 


phenmetrazine 


helps  keep 
calories  at 
arm's  length 

In  one  double-blind  program'^ 
involving  diet,  close  doctor/patient 
cooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo.  The  drug  and  pi  ace  bo  were 
alternated  every  four  weeks.  This 
procedure  lasted  fronn  8 to  35  weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 

Preludin®’ tabletsof  25  mg, 

Endurets®'  prolonged-action  tablets  of  75  mg. 
Dosage:One25  mg.  tablet  two  or  three  times  daily, 
or  one75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do 
not  use  with  other  CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation,  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958, 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasanttaste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boehringer  Ingelheim  G.m.b.H, 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


• Soyalac  is  strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


Soyalac 


S) 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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CORRESPONDENCE 


TO  WHOM  THIS  MAY  "CONCERN” 

Dr.  Jose  David  Ortiz  Mariscal  is  a 23-year-old 
medical  student  in  Guadalajara,  Mexico.  He  at- 
tended the  Congregational  Adission  School  at 
Gigantes,  outside  of  Guadalajara,  before  he  went 
to  the  University  to  study  medicine. 

Our  daughter,  Laurie,  met  him  in  the  summer 
of  1963  at  the  Gigantes  Mission  where  she  was 
working  with  30  high  school  youngsters  spon- 
sored by  the  United  Churches  of  Christ  in 
Arizona. 

Jose  has  been  in  the  U.  S.  on  two  different  oc- 
casions to  observe  and  study  medical  practices 
and  equipment  in  hospitals  in  Phoenix  and  Den- 
ver on  his  short  vacations.  He  has  been  a guest 
in  our  home,  and  we  found  him  to  be  a fine, 
bright,  dedicated  young  man  and  most  worthy 
of  any  help  we  might  give  him.  He  comes  from  a 
very  large  family  and  his  parents  are  working 
hard  to  see  that  their  children  receive  an  edu- 
cation. 

We  received  a special  delivery  letter  written 
Sept.  29  by  Jose  from  Guadalajara.  The  following 
is  an  exeerpt  from  his  letter: 

“My  work  at  the  hospital  is  almost  gone,  next 
30th  I’ll  be  finished  my  5th  year  of  medieine, 
and  now  I’m  going  to  offer  my  Social  Service  to 
my  country.  I’ll  be  for  six  months  in  a little  town 
of  2,000  people  called  Ejutla,  where  there  is  no 
doctor,  no  drugs,  no  teacher,  but  me  alone! 

“Anyway  there  is  eleetrieity  and  water  and 
that  is  something.  I’ll  be  working  part  of  the  day 
in  a little  ‘hospital’  of  two  rooms  with  3 beds,  a 
chaise  lounge,  and  a table.  So  I have  to  take 
drugs,  surgieal  instruments,  etc.,  and  everything 
bought  with  my  money,  which  I don’t  have.  I 
need  about  2—3  thousand  pesos  (this  is  between 
$I60-$240  in  U.  S.  currency)  that  I would  re- 
turn before  6 months.  Do  you  want  to  lend  me 
some?  My  address  from  the  lOth  of  October  to 
the  30th  of  March  will  be: 

Dr.  Jose  David  Ortiz  Mariseal 
Gentro  de  Salvo  S.S.A. 

Ejutla,  Jalisco,  Mexico 

“I  hope  to  receive  a letter  there  because  I will 
feel  very  lonesome  there.  I’ll  talk  later  how  is 
the  town  and  how  they  treat  me.  Pray  for  me 


and  wish  me  luck.  O.  K.  If  you  can’t  help,  don’t 
worry  about  it  because  I will  go  and  do  my  best. 
Your  friend.  The  Little  Doctor  Jose  David.” 

Our  physician.  Dr.  Bruee  Glayton,  has  kindly 
offered  to  collect  some  medical  supplies  for 
Jose  at  his  offices: 

4909  N.  44th  Street,  Phoenix,  Arizona. 

If  you  have  anything  you  think  Jose  could 
use,  you  may  leave  them  with  him  or  call  me 
and  we  will  pick  them  up,  or  they  may  be 
mailed  directly  to  Jose  in  Ejutla. 

We  are  contacting  our  church  mission  board 
at  Shepherd  of  the  Hills  Gongregational  Ghurch 
and  appealing  to  our  church  membership  for 
any  monetary  help. 

We  pray  that  you  will  feel  the  same  concern 
as  we  in  helping  Jose  administer  to  the  needs 
of  his  brothers  who  are  also  our  brothers! 
Gratefully  yours, 

Mr.  & Mrs.  Wm.  H.  Wallace 
5633  E.  Vernon  Ave. 

Scottsdale,  Arizona 
Phone:  946-0958 


Doctor’s  Wallet 


Holds  money,  prescription  pad,  doctor’s  cards  and  his 
own  pen  or  pencil  in  a finely  crafted  imported  English 
Morocco  case,  black  ok  bbovvn. 

SJQOO 

EACH— 2 POK  $1800 

Add  .')()«'  Posiagt^  and  Handling 
NO  C.0.1). 

BENTLEY  SALES 
821  Market  Street 
San  Francisco,  Calif.  94103 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


il 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’ s sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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2614  EAST  OSBORN  RD. 

PLAN  A/2 

Selling  Price $31,500.00 

(Includes;  Carpeting,  Drapes,  Sprinkler 
System,  Landscaping) 

Down  Payment,  20% $ 6,300.00 

Mortgage  Payable,  $218.00  per  month.  . . .$25,200.00 
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2618  EAST  OSBORN  RD. 

PLAN  A/ 3 

Selling  Price $32,200.00 

(Including:  Fireplace,  Carpets/ Draperies, 

Sprinklers,  Landscaping) 

Down  Payment,  20% $ 6,500.00 

Mortgage  Payable,  $222.00  per  month.  . . .$25,700.00 


Dell  Trailer  now  offers  these  beautiful 
Sutton  Place  Townhouses,  with  all  the  luxuries  built-in. 
Your  golden  opportunity  to  move  in  before  the  holidays. 

Special  financing  can  be  arranged  if  you  qualify 
for  one  of  these  Gold  Key  models. 


Contact:  Jan  Ormsby 
277-9554 

or  Call 

Dell  Trailer  Construction  Company 
279-6206 
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SENATE  BILL  275  AND 
MEDICARE 

1.  Senate  Bill  275  — Medical  Assistance  to  the 
Aged,  which  was  passed  recently  by  the  Arizona 
Legislature,  supplements  the  Federal  Medicare 
legislation  through  provisions  for  payment  of 
the  $3  monthly  premium  under  Part  B of  Title 
XVIII  (Medical  Insurance)  and  some  of  the 
deductible  cost  under  Part  A (Hospital  Insur- 
ance) for  certain  groups  of  the  indigent  aged 
population  (65  years  and  over)  in  Arizona. 

a.  Payment  of  $3  monthly  premium  for  wel- 
fare (money)  recipients.  There  are  in  Arizona, 
approximately  14,500  persons  65  years  of  age  and 
over,  who  are  receiving  welfare  payments  (Old 
Age  Assistance,  Aid  to  the  Blind  or  other  wel- 
fare payments).  The  State  Welfare  Department 
has  now  entered  into  an  agreement  with  the 
Social  Security  Administration  to  pay  the  month- 
ly premium  under  Part  B of  Medicare  for  this 
group.  The  State  will  then  be  reimbursed  by  each 
county  for  the  number  of  welfare  recipients  re- 
siding in  that  county. 

b.  Payment  of  $3  monthly  premium  for  the 
medically  indigents.  Contrary  to  the  welfare  re- 
cipients, the  medically  indigents  are  not  known 
to  the  Welfare  Department  or  other  govern- 
mental agencies.  Senate  Bill  275  defines  the  med- 
ically indigents  eligible  for  benefits  under  this 
act  as  persons  65  years  of  age  and  over  who 
are: 

( 1 ) Residing  in  Arizona. 

(2)  Not  receiving  welfare  payments. 

(3)  Have  an  income  not  more  than  $1800 
annually  for  a single  person  or  $2400  annually 
for  a married  couple. 

(4)  Who  do  not  have  other  possessions  but 
personal  effects,  a home  of  up  to  $10,000  value, 
an  automobile  worth  $750  and  a burial  plot. 

The  Social  Security  Administration,  in  coopera- 
tion with  the  State  Welfare  Department,  will 
attempt  to  contact  all  eligible  persons  who  have 
not  yet  signed  up  for  Part  B of  Medicare  and  will 
assist  the  Welfare  Department  in  the  screening 
of  those  eligible  for  payments  of  the  $3  monthly 


(TOPICS  OF  CURRENT 
MEDICAL  INTEREST 

premium.  (Note:  Medically  indigents  who  re- 
ceive Social  Security  will  not  be  eligible  for  pay- 
ment of  premium  under  Part  B,  but  will  be  elig- 
ible for  payments  of  deductibles  under  Part  A of 
Title  XVHI  — see  next  paragraph). 

c.  Payment  of  deductible  cost  under  Title 
XVHI,  Part  A for  medically  indigents.  All  medi- 
cally indigents  (not  welfare  recipients)  \vill  be 
eligible  for  payment  of: 

( I ) $40  deductible  for  each  hospital  stay. 

(2)  $20  deductible  for  hospital  out-patient 
diagnostic  services. 

2.  Impact  of  Medicare  and  SB  275  on  counties. 
Medicare  and  the  Medical  Assistance  Program 
will  mean  a substantial  saving  for  each  county 
in  their  responsibility  of  caring  for  its  elderly 
indigent  patients.  This  may  best  be  illustrated 
by  some  examples: 

EXAMPLE  la.  A welfare  recipient  of  X coun- 
ty which  does  not  have  a county  hospital,  is 
admitted  to  a private  hospital  for  surgery.  The 
hospital  stay  was  15  days. 

Total  Cost:  15  days  hospitalization  at  $45  per 
day  ( includes  all  hospital  services ) $675.00 

Physician’s  fee  325.00 

Total  Cost:  $1000.00 

X County  will  pay: 

Title  18  A:  Deductible  hospital  cost  40.00 

Title  18  B:  Deductible  cost  (annual)  50.00 

Plus  20%  of  remaining  physician’s 
fee  55.00 

Total  County  payments:  $ 145.00 

The  County  will  save  $855.00 

EXAMPLE  lb.  If  the  patient  was  a medical 
indigent  — not  a welfare  recipient  — the  State 
Department  of  Health  would  pay  the  $40  de- 
ductible under  SB  275.  If  the  county  was  respon- 
sible for  the  patient’s  care,  the  county  would 
pay  the  remaining  $105;  if  not,  the  patient  would 
be  responsible  for  this  payment  to  his  physician. 

EXAMPLE  2.  If  the  same  welfare  patient 
was  living  in  Y County  and  admitted  to  Y Coun- 
ty Hospital,  that  hospital  would  be  reimbursed 
by  Medicare  for  the  cost  of  the  patient’s  hospital 
stay  minus  the  $40  deductible. 

EXAMPLE  3.  X County  has  a contract  with 


December,  1966 


953 


a nursing  home  for  Welfare  patients,  paying  $10 
per  day.  The  eost  for  100  days’  stay  would  thus 
be  $1000.  Under  Medieare  the  County  will  pay 
the  deduetible  eost  of  $5  per  day  from  20th  to 
100th  day,  or  $400,  thus  saving  $600. 

3.  Impact  of  Medicare  and  SB  275  on  pro- 
viders of  service,  (hospitals,  nursing  homes  and 
home  health  agencies ) . 

Hospitals,  nursing  homes  and  home  health 
agencies  will  be  reimbursed  by  Medicare  for  a 
number  of  patients  which  they  formerly  would 
have  carried  as  charity  cases.  Furthermore,  Medi- 
care will  pay  the  actual  cost  of  caring  for  pa- 
tients including  the  cost  of  needed  improve- 
ments of  the  facilities  and  services,  and  such 
institutions  will  not  have  to  accept  a fixed  fee 
agreement  which  will  not  actually  cover  their 
cost. 

NOTE;  While  Medicare  (Title  XVIII)  will 
pay  reimbursable  cost  to  a county  hospital  which 
meets  the  standards  for  certification.  Title  XIX 
of  the  Social  Security  Amendments  specifically 
excludes  “charity  hospitals”  from  payment.  Since 
Title  XIX,  when  fully  implemented  by  1975,  will 
pay  all  cost  for  almost  all  indigents  or  medically 
indigents  in  private  hospitals,  there  will  be  little 
or  no  need  for  county  hospitals  by  that  time  (if 
Title  XIX  is  implemented  by  Arizona  legislation 
prior  to  1970). 

(To  illustrate  this  point,  it  may  be  mentioned 
that  most  county  hospitals  in  California  already 
have  been  turned  over  to  non-profit  organiza- 
tions to  be  administered  as  community  hospit- 
als. ) 

4.  All  patients  65  years  of  age  and  over  will  be 
free  to  seek  their  private  physicians  and  choose 
any  hospital  or  nursing  home  which  is  certified 
as  a provider  of  service.  Patients  may  choose  to 
pay  their  own  deductibles  or  may  obtain  a low- 
cost  insurance  (less  than  $5  per  month)  to  pay 
the  deductible  cost  under  Part  A.  State  or  coun- 
ty may  pay  the  deductible  cost  for  welfare 
recipients  and  medically  indigents,  as  explained 
in  the  foregoing. 

5.  The  practicing  physicians  will  now  be  able 
to  treat  all  patients  eligible  for  Medicare  and 
admit  them  to  hospitals  and  nursing  homes  with- 
out regard  to  their  medical  indigency,  and  after 


the  first  $50  deductible  cost  has  been  met,  the 
physician  will  receive  80%  of  his  usual  and  cus- 
tomary fee  from  Medicare.  The  physician  will 
have  a choice  of  billing  the  patient  directly  for 
the  total  cost  of  his  services,  in  which  case  he 
will  have  no  dealing  with  Medicare  or  the  fiscal 
intermediary,  or  he  can  bill  the  patient  for  his 
part  only  and  accept  the  remaining  80%  of  his 
bill  directly  from  the  fiscal  intermediary.  In  the 
case  of  indigent  patients,  the  county  may  pay 
the  $50  deductible  and  the  20%  co-insurance  cost. 


ArMA  GRANTS  SEVEN 
SCHOLARSHIPS 

Dr.  Daniel  T.  Cloud,  Chairman  of  the  Asso- 
ciation’s Benevolent  and  Loan  Fund  Committee, 
announced  the  winners  of  the  annual  Medical 
Student  Scholarships. 

The  scholarships,  each  for  five  hundred  dol- 
lars, were  awarded  to:  Roy  W.  Buterbaugh  of 
Tempe,  a graduate  of  ASU  who  will  attend  the 
University  of  Colorado  Medical  School;  J.  Wil- 
liam Fitz  of  Tucson,  a graduate  of  the  U of  A 
to  attend  the  University  of  New  Mexico;  Timothy 
J.  Hurley  of  Tucson,  a graduate  of  U of  A who 
will  attend  the  University  of  California  School  of 
Medicine  at  San  Francisco;  Robert  Lawrence  of 
Tucson,  a graduate  of  U of  A attending  the  Uni- 
versity of  New  Mexico;  Hollis  Phillips  of  Doug- 
las, a graduate  of  U of  A who  will  attend  Baylor 
University  School  of  Medicine;  Cyril  James  Statt 
of  Phoenix,  a graduate  of  Boston  College  attend- 
ing New  York  State  University  School  of  Medi- 
cine; and  Dave  Leroy  Stevig  of  Phoenix,  a grad- 
uate of  the  University  of  Southern  California 
who  will  attend  Northwestern  University  Medical 
School. 

This  brings  to  15  the  number  of  $500.00  schol- 
arships granted  by  the  Association  since  the 
scholarship  program  started  in  1964. 

Dr.  Cloud  predicted  that  the  program  will 
undoubtedly  grow  when  the  new  Medical  School 
at  the  University  of  Arizona  opens  its  doors  in 
the  fall  of  1967. 
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YUMA  SUPERVISORS  TAP  HEALTH  OEEICIALS 
TO  OPERATE  PROGRAM  FOR 
MEDICALLY  INDIGENT 


The  Yuma  County  Board  of  Supervisors  has 
named  the  county  health  director,  Dr.  Joseph 
Pinto,  to  administer  the  medical  care  program 
for  the  county’s  indigent  and  medically  indigent 
persons. 

In  a resolution  dated  September  20,  the  Board 
stated  it  considers  medical  care  of  the  indigent 
and  medically  indigent  as  an  integral  part  of 
public  health,  and  considers  the  medical  director 
of  the  Yuma  County  Health  Department  a health 
officer,  a county  physician  and  an  employee  of 
the  county,  with  responsibility  for  directing 
county  health  programs. 

As  such,  the  Supervisors  added,  the  health  of- 
ficer is  directly  responsible  to  the  Board  of  Super- 
visors through  the  Board  of  Health  and  should 
act  as  liaison,  in  health  matters,  between  the 
county  and  nursing  homes,  extended  care  facili- 
ties, hospitals,  the  medical  society  and  other 
groups. 

This  marks  the  first  time  in  Arizona  that  medi- 
cal care  of  indigents  and  medical  indigents  has 
been  made  a responsibility  of  local  public  health 
officials.  Approval  of  the  new  system  has  come 
from  a number  of  sources. 

The  Yuma  County  Medical  Society  supports 
the  plan  because  it  provides  medical  leadership 
for  a medical  program,  and  is  a means  of  pro- 


viding quality  medical  care  to  those  who  might 
be  unable  to  pay  for  it. 

The  Society’s  president.  Dr.  James  Volpe,  Jr., 
said: 

“The  Yuma  County  Board  of  Supervisors  have 
proved  themselves  farsighted  community  lead- 
ers. Doctor  Pinto  and  the  County  Board  of 
Health  are  to  be  commended  for  the  support 
and  assistance  they  provided  in  the  blueprinting 
of  the  new  approach  to  giving  needed  medical 
care  to  our  county’s  indigent  and  medically  indi- 
gent citizens.” 

The  chairman  of  the  Yuma  County  Board  of 
Health,  Dr.  Robert  Stratton,  also  praised  the 
program. 

“The  Board  of  Supervisors  and  Doctor  Pinto 
have  shown  a sincere  interest  in  the  health  of 
the  people  of  this  county,”  he  said.  “We  are 
proud  to  be  a part  of  this  program,  and  we  ap- 
preciate the  participation  of  all  who  have  made 
this  possible.” 

State  Health  Commissit)ner  George  A.  Spend- 
love  commended  the  Yuma  County  Board  of 
Supervisors  and  the  other  officials  who  cooper- 
ated in  planning  tlie  new  program.  He  said  the 
State  Department  of  Plealth  is  watching  the  pro- 
gram with  interest  and  anticipation. 
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TEST  YOUR  MEDICAL  ETHICS  I.Q 


Question:  May  I,  as  a patient’s  attending  phy- 
sician, discuss  patient’s  history,  diagnosis,  treat- 
ment, prognosis,  etc.,  with  patient’s  attorney? 

Answer:  Yes,  with  the  consent  of  the  patient. 
The  Principles  of  Medical  Ethics  recognize  in 
Section  10  that  the  physician  has  obligations  to 
society  as  a whole  in  addition  to  his  obligations 
to  his  patient  as  an  individual.  In  many  instances, 
the  peculiar  knowledge  and  attainments  of  the 
physician  are  indispensable  to  patients  or  others 
in  the  administration  of  business  and  government 
and  in  the  usual  conduct  of  certain  daily  affairs. 
When  this  knowledge,  acquired  during  the 
course  of  the  physician-patient  relationship,  is 
necessary  to  enable  the  patient  to  obtain  his  just 
due  the  physician  should  make  it  available  for 
patient’s  benefit  under  proper  conditions.  Dis- 
cussion with  or  report  to  the  patient’s  attorney 
may  be  proper  and  necessary  in  order  for  pa- 
tient to  perfect  a claim.  The  attending  physi- 
cian may  ethically  discuss  patient’s  history,  etc. 
with  the  attorney  providing,  of  course,  patient 
has  consented  to  the  discussion. 

Question:  Is  it  ethical  to  have  another  doctor 
perform  surgery  on  my  patient  without  patient’s 
knowledge  and  consent? 

Answer:  No.  The  Principles  in  Section  2 state 
that  the  principal  objective  of  the  medical  pro- 
fession is  to  render  seiwice  to  humanity  with  full 
respect  for  the  dignity  of  man.  To  have  another 
physician  operate  on  one’s  patient  without  that 
patient’s  consent,  and  without  his  knowledge  of 
the  substitution,  is  a fraud  and  deceit  and  a vio- 
lation of  a basic  ethical  concept.  The  patient  as 
a human  being  is  entitled  to  choose  his  own 
physician  and  he  should  be  permitted  to  acqui- 
esce in  or  refuse  to  accept  the  substitution. 

A statement,  prepared  by  the  Law  Depart- 
ment, is  reproduced  here  as  being  educational 
on  this  matter. 

The  surgeon’s  obligation  to  the  patient  requires  him 
to  perform  the  surgical  operation:  (1)  within  the  scope 
of  authority  granted  him  by  tire  consent  to  the  opera- 
tion; (2)  in  accordance  with  the  terms  of  the  contrac- 
tual relationship;  (3)  with  complete  disclosure  of  all  facts 


relevant  to  the  need  and  the  performance  of  the  opera- 
tion; and  (4)  to  utilize  his  best  skill  in  performing  the 
operation. 

It  should  be  noted  that  it  is  the  operating  surgeon 
to  whom  the  patient  grants  his  consent  to  perform  the 
operation.  The  patient  is  entitled  to  the  services  of  the 
particular  surgeon  with  whom  he  contracts.  The  surgeon 
in  accepting  the  patient  obligates  himself  to  utilize  his 
personal  talents  in  the  performance  of  the  operation  to 
the  extent  required  by  the  agreement,  creating  the  phy- 
sician-patient relation.  He  cannot  properly  delegate  to 
another  the  duties  which  he  is  required  to  perform  per- 
sonally. 

Under  the  normal  and  customary  arrangement  with 
private  patients,  and  with  reference  to  the  usual  form 
of  consent  to  operation,  the  sirrgeon  is  obligated  to  per- 
form the  operation  himself,  and  he  may  use  the  services 
of  assisting  residents  or  other  assisting  surgeons  to  the 
extent  that  the  operation  reasonably  requires  the  em- 
ployment of  such  assistance.  If  a resident  or  other  phy- 
sician is  to  perfonn  the  operation  under  the  guidance 
of  the  surgeon,  it  is  necessary  to  make  a full  disclosure 
of  this  fact  to  the  patient,  and  this  should  be  evidenced 
by  an  appropriate  statement  contained  in  the  consent. 

If  the  surgeon  employed  merely  assists  the  resident  or 
other  physician  in  perfonning  the  operation,  it  is  the 
resident  or  other  physician  who  becomes  the  operating 
surgeon.  If  the  patient  is  not  informed  as  to  the  iden- 
tity of  the  operating  surgeon,  the  situation  is  “ghost 
surgery.” 

An  operating  surgeon  is  construed  to  be  a perform- 
ing sm-geon.  As  such  his  duties  and  responsibilities  go 
beyond  mere  direction,  supervision,  guidance,  or  minor 
participation. 

He  is  not  employed  merely  to  supervise  the  operation. 
He  is  employed  to  perform  the  operation.  He  can  prop- 
erly utilize  the  services  of  an  assistant  to  assist  him  in 
the  performance  of  the  operation.  But  he  is  not  per- 
forming the  operation  where  his  active  participation  con- 
sists of  guidance  or  standby  responsibilities  in  the  case 
of  an  emergency. 

Question:  A “fee  complaint”  committee  of  a 
county  medical  society  has  asked  whether  the 
second  sentence  of  section  7 of  the  Principles  of 
Medical  Ethics  specifically  authorizes  a physi- 
cian to  double  his  fee  if  the  patient’s  income  is 
twice  that  of  the  average  person  or  whether  it 
means  that  when  a patient’s  income  is  less  than 
average  the  fee  should  be  reduced. 

Opinion:  The  Principles  of  Medical  Ethics  are 
“standards  by  which  a physician  may  determine 


956 


Arizona  Medicine 


the  propriety  of  his  conduct.”  They  are  guides 
to  be  observed,  not  laws  to  be  enforced.  The 
second  sentence  of  section  7,  providing  that  a 
physician’s  ‘Tee  should  be  commensurate  with 
the  services  rendered  and  the  patient’s  ability  to 
pay”  is  such  a guide.  It  is  a general  principle 
which  should  aid  the  physician  in  considering 
his  fee.  In  addition  to  legal  prohibitions,  the 
very  nature  of  medical  practice  prevents  the 
rigid  establishment  of  inflexible  fees  for  the 
many  services  which  may  be  rendered  to  any 
individual.  This  principle  does  not  suggest, 
therefore,  that  a physician  set  his  fee  with  mathe- 
matical accuracy  nor  does  it  impose  on  him  an 
obligation  to  act  contrary  to  conscience,  reason, 
or  experience. 

In  the  opinion  of  the  Council,  “commensurate 
with  the  services  rendered”  recognizes  that  al- 
though there  are  some  services  which  are  con- 
sidered invaluable,  nonetheless  their  practical 
value  lies  within  a range,  — within  limits  above 
or  below  which  a fee  is  unconscionable.  In  the 
opinion  of  the  Council  a “patient’s  ability  to 
pay”  is  a secondary  factor,  one  to  be  considered 
after,  not  before,  value  “commensurate  with  the 
services  rendered”  is  ascertained.  In  the  further 
opinion  of  the  Council  it  is  not  contrary  to  con- 
science for  the  physician  to  consider  the  pa- 
tient’s ability  to  pay  if  he  fixes  his  particular  fee 
within  reasonable  limits.  The  language  used  in 
this  section  is  intended  only  to  suggest  that  a 
physcian  try,  in  matters  relating  to  fees,  to  the 
best  of  his  ability  to  insure  justice  to  the  patient 
and  himself  and  respect  for  his  profession. 

In  the  opinion  of  the  Council,  this  section 
cannot  properly  be  interpreted  to  mean  that  a 
physician  or  a group  of  physicians  must  fix 
average  fees  to  be  increased  or  reduced  accord- 
ing to  the  patient’s  economic  status,  nor  to  im- 
ply that  an  arbitrary  sliding  scale  of  fees  is  to  be 
adopted  and  applied  individually  or  by  the  pro- 
fession. It  may  not  be  used  to  justify  an  exces- 
sively high  fee  or  to  apprve  an  inadequately  low 
fee. 

The  Council  feels  this  subject  important 
enough  to  add  the  comment  that  the  physician 
can  obviate  many  fee-complaints  (and  conse- 
quent ill-will)  by  discussing  fees  with  his  pa- 
tient so  that  the  patient  may  understand  and 
appreciate  the  value  of  the  service  for  which 
the  fee  is  paid. 


Question:  Is  it  ethical  for  a physician  to  indi- 
cate on  his  letter  or  billhead,  or  his  professional 
cards,  that  he  is  a member  or  fellow  or  diplo- 
mate  of  some  specialty  organization  within  the 
medical  profession? 

Answer:  The  physician  should  limit  the  use 
of  statements  of  qualifications  and  honors  on 
letter  and  billheads  and  professional  cards  to  the 
simple,  dignified  abbreviation,  “M.D.”  or  the 
statement  “Doctor  of  Medicine.”  To  do  more 
smacks  of  self-laudation,  borders  on  solicitation 
of  patients,  and  tends  to  reduce  the  degree  and 
title  “Doctor  of  Medicine”  to  secondary  impor- 
tance. While  it  cannot  be  concluded  that  it  is 
unethical  to  use  specialty  designations  in  this 
manner,  it  can  be  said  that  the  practice  is  not 
in  the  best  of  taste  or  in  the  best  interest  of  the 
profession. 

Question:  At  my  hospital  we  have  neither  in- 
terns nor  residents  to  assist  during  surgery.  The 
custom  is  for  the  surgeon  to  call  in  either  the 
referring  physician  or  another  physician  to  as- 
sist him  during  surgery.  May  the  surgeon  ethic- 
ally bill  the  patient  for  the  total  surgical  charge 
and  then  reimburse  the  assistant  personally  out 
of  the  payment  received  from  the  patient? 

Answer:  When  two  or  more  physicians  actually 
and  in  person  render  services  to  one  patient 
they  should  render  separate  bills.  It  is  contrary 
to  the  traditions  of  the  Association  and  spirit 
of  the  Principles  for  the  surgeon  to  bill  for  the 
total  surgical  procedure  and  pay  an  assistant 
from  the  amount  so  received.  The  practice  fails 
to  impress  patient  with  the  gravity  of  surgical 
care  — which  is  not  a one-man  j)rocedure  — and 
it  tends  to  make  the  surgical  fee  appear  dis- 
proportionately high. 

The  Judicial  Council  suggests,  in  the  best  in- 
terest of  the  profession,  that  the  patient  be  fully 
advised  of  the  need  for  an  assistant,  and  told  that 
this  is  necessary  in  his  own  best  interest.  The 
patient  should  also  be  advised  that  the  assistant 
will  earn  and  charge  a fee  for  his  .services  and 
will  send  a bill  for  his  services  direct  to  the  pa- 
tient, which  the  patient  should  pay  to  the  assis- 
tant. 
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Question:  Is  it  ethical  to  render  a combined 
bill  to  a patient  if  the  names  of  all  participating 
physicians  (or  surgeons)  and  their  respective 
fees  are  set  forth? 

Answer:  The  Judicial  Council  has  stated  re- 
peatedly (in  its  June  1954  Special  Report  and 
its  December  1952  Annual  Report,  to  cite  two 
occasions)  that,  when  two  or  more  physicians 
actually  and  in  person  render  service  to  one  pa- 
tient, they  should  render  separate  bills.  The 
Special  Report  of  June  1954  indicates  two  ex- 
ceptions to  this  general  rule,  namely,  when  a 
patient  insists  on  a single  bill  or  when  an  in- 
surance company  demands  one.  The  Council  has 
insisted,  however,  that  these  instances  are  to  be 
recognized  as  exceptional  cases  and  not  routine. 

Question:  Is  it  ethical  to  disclose  history,  diag- 
nosis, prognosis,  etc.,  during  the  physician-pa- 
tient relationship  concerning  my  patient  to  an 
insurance  company’s  representetive? 

Answer:Yes,  if  patient  has  consented  to  the 
disclosure.  As  recognized  in  Section  10  of  the 
Principles  a physician’s  responsibilities  to  his 
patient  are  not  limited  to  the  actual  practice  of 
medicine.  They  also  include  the  performance  of 
some  services  ancillary  to  the  practice  of  medi- 
cine. These  services  might  include  certification 
that  patient  was  under  the  physieian’s  care  and 
comment  on  the  diagnosis  and  therapy  in  the 
partieular  ease. 

Question:  Please  define  “ghost”  surgery. 
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Your  Savings  Can  Earn 


More  at  First  National  Bank 

With 

4%peryearDAILYINTEREST 


A typical  example;  An  original  deposit  of 
$1,000  is  made  on  the  first  day  of  the 
month  in  your  savings  account.  On  the 
16th  day,  $900  is  withdrawn  for  2 days 
(leaving  a balance  of  $100)  and  then  $900 
is  redeposited  on  the  18th  and  left  on 
deposit  until  the  30th. 


WITH  FIRST  NATIONAL 
BANK  DAILY  INTEREST: 

You  earn  full  interest  on  the 

$1,000  for  15  days 

You  earn  interest  on  the 

$100  balance  for  2 days 

You  earn  interest  on  the  $1,000 
for  the  last  13  days 

Total  Interest  Earned  at 
First  National  for  30  days 


$1.64 

.02 

$1.43 

$3.09 


Answer:  The  Judicial  Council,  in  its  1954  An- 
nual Report,  stated  that  it  does  not  believe  it 
appropriate  to  define  expressions  not  found  in 
the  Principles  themselves  which,  in  popular 
usage,  connote  ethical  or  unethical  conduct.  The 
Council  points  out  that  the  Principles  themselves 
are  the  criteria  by  which  the  ethical  nature  of 
professional  conduct  is  determined:  Whenever 
it  becomes  necessary  to  evaluate  the  ethical 
quality  of  any  particular  act,  reference  must  be 
made  to  the  Principles  themselves  — not  to 
definitions  or  descriptions. 


The  above  answers  are  the  opinions  of  the 
Judicial  Council  of  the  A.M.A.  who  has  author- 
ized their  publication. 


OTHER  STATEWIDE  BANKS 
PAY  INTEREST  ON 
LOW  MONTHLY  BALANCE 

You  lose  interest  on  $900  of  the 
$1,000  for  the  entire  30  days. 
You  earn  interest  on  ONLY 
$100  for  the  30  days or 
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EXPANSION  OF  THE 
DEPENDENTS'  MEDICAL  CARE 
PROGRAM 


FEDERAL 

MEDICAL 

PROGRAMS 


EFFECTIVE  DATE  - 

October  1,  1966. 

WHO  IS  ELIGIBLE?  - 

The  wife  and  unmarried  dependent  children 
of  ACTIVE  duty  personnel. 

DEDUCTIBLE  - 

The  new  law  eliminates  the  previous  require- 
ment that  the  patient  pay  the  first  $15.00  of  the 
physieians  charges  for  treatment  of  a bodily  in- 
jury on  an  outpatient  basis.  Instead,  for  all  out- 
patient care  regardless  of  souree,  the  patient  is 
now  required  to  pay  a deductible  of  $50.00  per 
fiscal  year  (July  1 to  June  30);  however  for  a 
family  no  more  than  two  deductibles  ($100.00) 
are  required.  Once  the  deduetible  is  satisfied 
the  patient  must  then  pay  20%  of  the  charges. 
OUTPATIENT  SERVICES  AUTHORIZED  - 

Authorized  outpatient  services  include  but  are 
not  limited  to: 

A.  Treatment  of: 

1.  Medical  and  surgical  conditions. 

2.  Nervous  and  mental  disorders 

3.  Chronic  conditions  and  diseases 

4.  Contagious  diseases. 

5.  Bodily  injury 

B.  Maternity  and  infant  care  when  delivery 
is  outside  a hospital,  or  when  the  patient  is  not 
otherwise  hospitalized  for  proper  management  of 
the  pregnancy. 

C.  Diagnostic  examinations,  including  x-ray, 
laboratory,  basal  metabolism,  electrocardiogram, 
electroencephalogram,  and  radioisotope  examin- 
ations. 

D.  Anesthetics  and  their  administration. 

E.  Oxygen  and  equipment  for  its  administra- 
tion. 

F.  Physical  therapy. 

G.  Orthopedic  bi'aces  (except  orthopedic 
shoes)  and  crutches. 

H.  Dental  care  required  as  a necessary  ad- 
junct to  medical  or  surgical  treatment. 

I.  Local  ambulance  service  to  or  from  a hos- 


pital for  the  purpose  of  receiving  inpatient  care 
or  outpatient  accident  care. 

J.  Drugs  and  medications  limited  to: 

1.  Drugs  and  medications  obtainable  only 
by  written  prescriptions. 

2.  Insulin 

K.  Artificial  limbs  and  artificial  eyes,  includ- 
ing initial  issue  and  fitting,  replacement,  repair, 
and  adjustment. 

L.  Durable  equpment  such  as  wheelchairs, 
iron  lungs,  and  hospital  beds,  on  a rental  basis. 

M.  Routine  physical  examinations  and  im- 
munizations may  be  provided  only  when  re- 
quired by  spouses  and  children  who  are  under 
orders  to  travel  outside  the  United  States  as  a 
result  of  a members  duty  assignment. 

MILITARY  AUTHORIZATION  - 
Dependents  shall  not  be  required  to  obtain  a 
Nonavailability  Statement  to  seek  outpatient  care 
from  civilian  sources. 

PROFESSIONAL  SERVICES  - 
The  services  of  professional  personnel  are  au- 
thorized on  an  outpatient  basis  as  follows: 

a.  Physician  services. 

b.  Services  of  Christian  Science  practitioners. 

c.  Services  of  private-duty  nurses  when  order- 
ed by  the  attending  physician  or  Christian 
Science  practitioner. 

d.  Services  of  allied  scientists  when  ordered 
by  the  attending  physician. 

OUTPATIENT  SERVICES  NOT 
AUTHORIZED  - 

The  following  outpatient  services  are  exclud- 
ed: 

a.  Routine  physical  examinations  and  immun- 
izations except  in  the  case  of  spouses  and 
children  on  orders  to  tra\'cl  outside  the 
United  States. 

b.  Routine  care  of  newborn  and  well-baby 
care. 

c.  Eyeglasses  or  examinations  for  them. 
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cl.  Prosthetic  devices  '(<^lher  than  artificial 
limbs  and  artificial  eyes),  hearing  aids,  and 
orthopedic  shoes. 

e.  Dental  care  except  as  a necessary  adjunct 
to  medical  or  surgical  treatment. 

PROCEDURE  FOR  SUBMITTING 
AN  OUTPATIENT  CLAIM  - 

a.  Each  individual  or  family  group  will  pay 
the  source  of  outpatient  seiwices  directly 
until  the  annual  deductible  is  satisfied. 

b.  Receipted  bills  should  be  obtained  for  all 
payments.  They  should  indicate: 

1.  Name  of  the  patient 

2.  Date  services  were  provided 

3.  Type  of  service 

4.  Amount  paid 

5.  Signature  of  the  source  of  care 
CASH  REGISTER  RECEIPTS  ARE  NOT 
ACCEPTABLE 

c.  The  Fiscal  Administrator  reimbursing  the 
patient  will  provide  a certificate  indicating 
that  the  deductible  has  been  satisfied  for 
the  fiscal  year  in  question. 

d:  Claims  for  outpatient  care  obtained  in  the 
United  States  and  Puerto  Rico  will  be  sub- 
mitted to  the  Fiscal  Administrator  in  the 
state  where  the  claimant  resides. 

CLAIM  FORM  - 

The  present  1863-1  or  1863-2  form  will  be  used 
until  such  time  a new  form  is  devised  for  out- 
patient care. 

INPATIENT  HOSPITAL  SERVICE  - 

There  has  been  no  change  in  either  the  policy 
or  procedure  in  effect  prior  to  October  1,  and 
as  set  forth  in  the  Dependents’  Medical  Care 
Manuals,  in  terms  of  identification  and  eligibil- 
ity, care  authorized,  patient  liability,  or  billing 
and  payment  with  respect  to  hospital  care  and 
inpatient  services  of  independent  para-medical 
personnel. 

OUTPATIENT  HOSPITAL  SERVICE  - 
The  information  pertaining  to  outpatient  care 
is  no  longer  applicable.  The  new  regulations 
governing  the  determination  as  to  whether  serv- 
ices rendered  constitute  inpatient  or  outpatient 
care  is  as  follows: 

1.  DIAGNOSTIC  AND  THERAPEUTIC 
SERVICES  when  directly  related  to  a bodily 
injury  or  surgical  condition  for  which  a depen- 
dent has  been  or  must  be  admitted  as  an  in- 


patient shall  be  considered  as  an  integral  part 
of  the  inpatient  care.  This  care  must  be  within 
30  days  prior  or  120  days  after  inpatient  care. 

2-.  DIAGNOSTIC  AND  THERAPEUTIC 
SERVICES  when  directly  related  to  any  admis- 
sion of  an  obstetrical  patient  in  connection  with 
the  same  pregnancy  including  direct  complica- 
tions prior  to  and/or  after  a miscarriage  or  de- 
livery, shall  be  considered  as  an  integral  part 
of  inpatient  care. 

3.  RADIATION  THERAPY  AND  RELATED 
DIAGNOSTIC  TESTS  AND  PROCEDURES 
when  rendered  prior  to  and/^or  after  an  inpa- 
tient admission,  and  certified  as  directly  related 
to  the  surgical  procedure  performed  during  the 
hospitalization,  shall  be  considered  as  inpatient 
care.  No  time  limit  is  specified. 

4.  EMERGENCY  ROOM  SERVICES  that 
are  followed  immediately  thereafter  by  a formal 
admission  of  the  dependent  as  a bed  patient,  to 
the  same  or  different  hospital,  shall  be  consider- 
ed as  an  integral  part  of  the  inpatient  care. 

IF  THERE  IS  NO  RELATED  INPATIENT 
CARE  IN  ANY  OF  THE  ABOVE  INSTANCES 
SUCH  SERVICES  SHALL  BE  CONSIDERED 
AS  OUTPATIENT  CARE. 

5.  SERVICES  OF  PARA-MEDICAL  PER- 
SONNEL such  as  independent  anesthetists,  phy- 
siotherapists, etc.  in  the  outpatient  department 
or  emergency  room  shall  be  considered  as  out- 
patient care. 

GENERAL  PRINCIPLES  - 

The  following  principles  and  procedures 
should  be  observed  with  respect  to  outpatient 
claims  submitted  to  Blue  Cross  for  payment: 

a.  Outpatient  care  should  be  billed  separately 
from  the  related  inpatient  care.  One  or  more 
DA  Forms  1863  may  be  required,  dependent 
upon  the  amount  and  kinds  of  services  render- 
ed during  each  outpatient  visit  and  the  time 
interval  between  visits. 

b.  Hospitals  may  and  should  submit  consoli- 
dated billings,  whenever  feasible.  The  services 
rendered,  corresponding  charges,  and  dates  of 
outpatient  service  should  be  shown  on  the  DA 
Forni  1863  or  identified  on  an  attachment  there- 
to. 
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c.  The  DA  Forms  1863  reflecting  pre-hospital- 
ization  tests  and  procedures  will  not  be  accepted 
for  payment  unless  accompanied  by  the  DA 
Form  1863  for  in-hospital  care. 

d.  The  DA  Forms  1863  reflecting  post-hospi- 
talization tests  and  procedures  should  be  sub- 
mitted separate  from  the  inpatient  billing,  to 
preclude  delayed  payment  of  the  latter. 

e.  Each  DA  Form  1863  reflecting  outpatient 
services  must  be  complete  and  otherwise  ac- 
ceptable in  terms  of  the  required  information 
and  certifications,  and  as  set  forth  below. 

Item  15  — Check  “outpatient”  whether  the 
services  were  rendered  by  a hospital  or  other 
sources. 

Item  16  — Check  “a  complete  billing”  for  con- 
solidated or  separate  billings. 

Item  19  — The  “from”  and  “to”  dates  should 
be  the  same  for  individual  billings  — they  should 
reflect  the  first  and  last  dates  of  service  on 
consolidated  billings. 

Item  26  — Should  indicate  the  admission  and 
discharge  dates  of  the  related  inpatient  hospital- 
ization — on  claims  reflecting  pre-  and  post- 
hospitalization outpatient  service. 

Item  27  — Need  not  be  completed,  other  than 
the  entry  “See  attached  bilhng,”  when  such  an 
attachment  reflects  the  services  rendered, 
charges,  and  dates  of  service. 

Items  28  & 30  — Should  reflect  total  charges 
and  amount  payable  by  Blue  Cross. 

Item  32  — In  every  instance  of  a bilhng  to 
Blue  Cross  the  words  “Services  are  directly  re- 
lated to  an  inhospital  admission”  must  be  enter- 
ed in  the  space  provided,  and  this  certification 
executed  by  a signature  of  the  attending  phy- 
sician or  dentist.  When  indicated,  other  blocks 
should  be  checked  to  reflect  a service  ordered 
by  the  physician  or  dentist. 

Item  33  — Each  DA  Form  1863  must  be  signed 
by  a representative  of  the  hospital,  or  other  pur- 
veyor of  services  as  indicated  by  a check  in  one 
of  the  boxes  preceding  the  certification. 

Services  rendered  by  podiatrists  and  psychol- 
ogists are  payable  only  when  ordered  by  the  at- 
tending physician  or  dentist  (Item  32)  and  bill- 
ed by  the  hospital. 


REMINDER 

AESCULAPIUS  AWARD 
PROGRAM 

OPEN  TO  MEMBERS  OF  THE 
ASSOCIATION 
AND 

ALL  INTERNS  AND  RESIDENTS 

Winner  will  be  presented  with  a 
plaque  and  cash  award  of  $200.00 


SEE  PAGE  980 
FOR  APPLICATION  FORM 


December,  1966 


961 


only  one  in  the  morning 


' i":  A 


<4^v“ 


■’VS'. 


wmm 


1^5 


^ *■  > V.  '*  V s •«■* 


and  one  in  the  evening 


Now 

b.i.d.  convenience 

plus 

even  greater  patient  savings 
over  gxd,  tetracycline  therapy 

/ plus  all  the  advantages  of  \ 

^tetracycline  phosphate  complexy 

new  bldOVPS* 

(tetracycline  phosphate  complex) 


Maximum  patient  savings.  New 

_^CAPS  now  enable  you  to  pre- 
scribe tetracycline  in  an  even  more 
economical,  more  convenient 
form.  Your  patient’s  prescription 
dollar  gets  maximum  value:  a 
daily_^CAPS  dose  is  priced  lower 
than  any  other  leading  brand  of 
tetracycline— b.i.d.  or  q.i.d. 

Well  tolerated.  Tetrex  (tetracy- 
cline phosphate  complex)  is  well 
tolerated.  Gastrointestinal  side 
effects  are  few;  photodynamic 
reactions  are  extremely  rare. 


More  of  the  active  antibiotic  in 
the  blood.  The  basic  tetracycline 
in  Tetrex  (tetracycline  phosphate 
complex)  is  less  bound  to  serum 
protein  than  is  demethylchlortet- 
racycline.^  Result:  Tetrex  (tetracy- 
cline phosphate  complex)  pro- 
vides a higher  percentage  of 
active  antibiotic  in  the  blood. 

Available  in  bottles  of  16  and  50. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL  THERAPEUTIC  SUMMARY.-  For  complete  infer- 
motion  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genito- 
urinary tracts  and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms.  Contraindications;  The  drug 
is  contraindicated  in  individuals  hypersensitive  to  tetro- 
cycline.  Warnings-.  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sun- 
light should  be  avoided  during  therapy.  Stop  treatment 
if  skin  discomfort  occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should  be  used.  Tooth  stain- 
ing and  enamel  hypoplasia  may  be  induced  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Fiecautions:  Mycotic  or  bac- 
terial superinfection  may  occur.  Infonts  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flotu- 
Jence,  proctitis,  vaginitis,  dermatitis  and  ollcrgic  reac- 
tions may  occur.  Usual  Adult  Dose.-  .500  mg.  b.i.d. 
Continue  therapy  for  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  ono  hour  before  v-r  two 
hours  after  meals. 

Reference.-  1.  Roberts,  C.  E.,  Jr,;  Perry,  D.  M.;  Kuhoric, 
H,  A.,  and  Kirby,  W.  M.  M,:  A.  M.  A.  Arch.  Ini.  Med. 
107:204  (Feb.)  1961. 


BRISTOL 


*bidCAPS  is  a trademark  of  Bristol  Laboratories,  Division  of  Bristol-Myers  Company,  for  its  brands 
of  twice-Q-day  capsules.  Each  Tetrex  bidCAP  contains  Tetrex  (tetracycline  phosphate  complex) 
equivalent  to  500  mg.  tetracycline  HCI  activity. 
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OPPORTUNITY 


LIVE  IN  SAN  DIEGO 

Deluxe  Medical  Suite 

Large  enough  for  two  physicians 


Purchase  or  Lease 

In  a well  established,  successful  medical  building  in  the  college  area. 
Single  story  construction.  Ample  parking,  easy  access  . . . like  new. 

Every  modern  convenience  including  individual  central  air  conditioning, 
and  central  vacuum.  Ideal  for  general  practice,  internal  medicine, 
pediatrics,  etc. 

This  is  the  oniy  vacancy  in  the  entire  building. 

All  of  the  tenants  have  developed  large  practices. 

• Owner  will  lease  to  one  or  two  medical 
practitioners,  or  this  valuable  suite  may 
be  purchased,  for  less  than  replace- 
ment value,  on  easy  terms  like  rent. 

Little  or  no  down  payment  required. 

All  utilities  provided. 

You  Must  Act  Now  — Only  One  Suite  Available 

McBride  Companv 

1357  Rosecrans  Street,  Suite  F 
San  Diego,  Calif.  92106 

Office,  222-8950,  or  222-5222 
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^quau>  peak  ^ketcke^ 


0^  Pitkif  Pieneef  Pk^ieiatii 
kif  4i“tf  fuiek  Jake 


Item:  Four  Peaks,  Fort  McDowell  and  Wassa[a 


Some  inquiries  have  been  made  following  a 
previous  note  on  Carlos  Montezuma,  the  Apache 
physician.  The  inquiries  were  about  the  activi- 
ties of  Fort  McDowell,  in  the  Apache  days.  Well, 
would  you  believe  one  inquiry? 

Braudes'  in  his  succinct  summary  of  Ari- 
zona Military  Posts  lists  fifty  camps,  posts  and 
stations  which  were  active  at  one  time  or  another 
in  the  Arizona  Military  Department.  The  earliest 
establishment  was  Camp  Calhoun  (later  Camp 
Yna)  1849  and  the  last  to  be  established  was 
Fort  Huachuca  1887  — it  has  now  turned  elec- 
tronics and  is  continually  expanding  its  facilities; 
the  last  active  “Frontier  Post.” 

Camp  DcDowelP  was  most  clearly  describ- 
ed by  Army  physicians.  Smart,  De  Witt  and 
Beagles  in  1875.  The  following  is  from  their 
account,  “This  post  is  situated  on  the  west  bank 
of  the  Rio  Verde  (Fig.  3)  about  eight  miles 
above  its  junction  with  the  Salt  River  — forty- 
five  miles  north  of  the  Maricopa  and  Pima  In- 
dian villages.  It  is  reached  by  steamer  from  San 
Francisco  to  San  Diego,  California,  thence  by 
stage  via  Yuma  to  Maricopa  Wells,  thence  weekly 
mail  to  the  post  . . . floods  on  the  Gila  and  the 
Salt  frequently  delay  mail  three  to  four  weeks. 
Letters  usually  reach  San  Francisco  in  fifteen 
days  and  Washington  twenty-five  days.” 

The  post  was  established  in  1965^  by,  “five 


Companies  of  California  volunteers,  as  a point 
from  which  to  operate  against,  or  treat  with,  the 
Indians  of  the  neighboring  mountains  . . .”  An 
accurate  plot  and  minute  description  of  the  post 
buildings,  including  the  hospital  is  given.  “The 
hospital,  recently  eompleted  (1875)  has  a prin- 
cipal ward  33  x 12  feet,  12  feet  in  height  . . . 
contains  eight  beds.”  (Fig.  1). 

The  consolidated  sick-report  for  Camp  Mc- 
Dowell 1870-74  lists  the  mean  strength  as  5-10 
officers  and  111-221  enlisted  men.  Three  cases 
of  typhoid  fever  were  recorded,  nine  of  remittent 
fever,  thirty-five  cases  of  syphilis,  two  hundred 
thirteen  cases  of  dysentery,  and  under  the  classi- 
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fication  of  violent  diseases  and  deaths,  six  gun- 
shot wounds  and  an  arrow  wound. 

Leonard  Wood,  Assistant  Surgeon,  U.S.A.  was 
stationed  at  MeDowell  following  his  exploits  at 
Fort  Huachuca  during  the  Geronimo  eampaign. 
He  recorded  in  his  diary  Oct.  11,  1888^  this 
is  the  hottest  place  in  the  world  where  white 
troops  are  stationed,  . . . ground  temperature 
in  the  summer  170  degrees  . . . The  shade 
temperature  is  120  degrees  and  above  . . . The 
water  in  tlie  bath  tubs  is  so  hot  it  cannot  be  used 
when  drawn,  as  the  pipe  lies  near  the  surface, 
where  the  heat  is  from  150  degrees  to  170  de- 
degrees ...  so  we  draw  it  the  night  before.” 

Martha  Summerhayes^  in  her  classic  de- 
scription of  her  life  with  a soldier  husband,  in 
Arizona,  four  years  beginning  1874,  with  adven- 
tures at  Camp  Apache  and  Camp  McDowell  re- 
lated her  saga. 


FIG.  3 


“We  occupied  quarters  at  the  end  of  the  row, 
and  a large  bay  window  looked  out  over  a rather 
desolate  plain  and  across  to  the  large  and  well 
kept  hospital.  (Fig.  2)  ...  1 had  nothing 
but  some  shades  on  the  windows.  The  walls  and 
floor  were  adobe,  and  some  men  from  the  Com- 
pany came  and  laid  down  old  canvas,  then  the 
carpet  and  drove  great  spikes  around  the  edge  to 
hold  it. 

“In  the  front  of  our  quarters  v/as  a Ramada 
supported  by  two  rude  poles  and  a cottonwood 
tree.  Then  came  the  sidewalk,  and  the  acequia 
(ditch)  then  a row  of  young  cottonwood  trees, 
then  the  parade  ground.  Through  the  acequia 
ran  the  clear  water  that  supplied  the  post,  and 
under  the  shade  of  the  Ramada  hung  the  large 
ollas  from  which  we  dipped  the  drinking  water. 
. . . ice  was  not  dreamed  of  in  the  far  plains  of 
McDowell.  With  summer  heat  . . . sleep  in- 
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side  the  house  was  impossible  and  we  soon  fol- 
lowed the  example  of  the  Cavalrymen  who  had 
their  beds  out  on  the  parade  ground. 


“The  Sunday  inspection  of  men  and  barracks, 
performed  with  precision  and  formality,  often  in 
full  dress  uniform,  gave  us  something  to  mivrk 
the  weeks  by.  Another  bright  winter  found  us 
gazing  at  the  Four  Peaks  . . . the  only  land- 
mark on  the  horizon.” 

This  formality  which  Mrs.  Summerhayes  noted 
was  not  the  usual  custom  and  Brandes  puts  it 
very  well  “there  was  always  some  spit  and  polish 
among  the  officers  but  even  such  men  as 
George  Crook  realized  the  need  for  dressing  in 
a manner  which  would  permit  him  to  best  move 
around  in  comfort.  His  pith  helmet,  civilian 
jacket  with  large  pockets,  (paratroopers  please 
note)  and  rough  trousers  remind  one  of  anything 
but  an  Army  General.”^ 

Fort  McDowell  on  April  10,  1890,  became  a 
reservation  for  the  Mohave- Apache  (Yavapai) 
and  some  Pima.  Over  25,000  acres  were  then  set 
aside  for  the  Indians,  and  in  1903  additional 
acreage  was  allocated.^ 

So  indeed  it  was  to  the  “homeland”  of  his 
people  that  Wassaja  returned  to  spin  oot  his  short 
bit  of  time  in  the  winter  of  1922.  Wassaja  was  a 
Mohave- Apache!  (Fig.  4,  5 & 6) 

John  W.  Kennedy,  M.D. 
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REGIONAL  WEATHER  EORECAST 

Heavy  Rains,  Local  Flooding,  Snow  and  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

PORSEY  LABORATORIES  • a c/zV/s/oa  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Wide-range  bactericidal  action 
for  genitourinary  infections 


-»OMNIPEN 


(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

'^Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  jE.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


elevation  of  SGOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  ami  vomiting.  I'here  have 
been  no  reports  of  Idootl  ilyscrasias,  liver 
nr  kidnev  damatre.  Ananhvlaxis  has  been 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 


Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressor  amines  as  indicated.  Transient  moderate 


SQUIBB  lUOTES  OIU  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.'* 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.^  However,  the  possibil- 
ity of  toxic  efl'ects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.”’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.**  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium."  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.'^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1 0th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme."*  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**' 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.’  * It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.”  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.”  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.'^ 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droffumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  1 0 mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro-  ; 
thiazide...’”-*  ' 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  ( bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications;  Severe  renal  impairment;  * 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  I 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or  1 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block-  i 
ing  agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at  ■ 
least  50%  to  avoid  orthostatic  hypotension.  | 
Electrolyte  disturbances  are  possible  in  cir-  ! 
rhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  - 
increases  in  serum  uric  acid,  unmask  diabetes,  j 
increase  glycemia  and  glycosuria  in  diabetic  i 
patients  and  may  cause  hypochloremic  alka-  | 
losis,  hypokalemia;  cramps,  pruritus,  paresthe-  | 
sias,  and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia-  ■ 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  available  | 
Naturetin  c K [Squibb  Bendroflumethiazide  1 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500  ■ 
mg.)].  For  full  information,  see  Product  Brief.  I 
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W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Gum- 
ming, J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in  ! 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254.  | 
7.  Werko,  L.,  in  Moyer,  J.  FI.,  and  Fuchs,  M.:  ; 
op.  cit.,  p.  188.  8.  Beyer,  K.  FI.,  Jr.,  in  Moyer, 

J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren,  : 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & i 
Exper.  Therap.  745:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  73:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in  , 
Moyer,  J.  Ft.,  and  Fuchs,  M.;  op.  cit.,  p.  276.  ‘ 
12.  Ford,  R.  V.,  in  Moyer,  J.  FI.,  and  Fuchs. 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin® 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


I 


FUTURE 

MEDICAL  MEETINGS 


HOSPITAL  MEDICAL 


TOO  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTIGE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Gorzine,  M.D. 

John  F.  Gurrin,  M.D. 

OBSTETRIGS  & GYNEGOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.G.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIG  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORAGIC  GARDIOVASGULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIG  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 


PROGRAM 
ARIZONA  CHAPTER 
AMERICAN  COLLEGE  OF  SURGEONS 

January  20,  21,  1967 
FRIDAY  and  SATURDAY,  ARIZONA  INN 
Tucson,  Arizona 

FRIDAY 

8:00  to 

9:30  “ Breakfast  — Business  meeting 

9:30  — Welcome  — Dr.  George  L.  Hoffman 

9:45  — TREATMENT  OF  BURNS  - Dr.  Karl  Moyer 

10:15  — RADICAL  IRRADIATION  THERAPY  OF  HODGKIN'S 
DISEASE,  CARCINOMA  OF  THE  PROSTATE  AND 
CANCER  OF  THE  BLADDER  — Dr.  Malcolm  Bagshaw 

10:45  — Coffee  break 

11:00 -WHAT  OPERABLE  BREAST  CANCERS  SHOULD  HAVE 
LESS  THAN  A RADICAL  MASTECTOMY  — Dr.  Lauren 
Ackerman 

1 1 :30  — CURRENT  THEORY  & PRACTICAL  ASPECTS  OF  BLOOD 
COAGULATION  — Dr.  Oscar  Thorup 

12:15  — Lunch  — DATA  FROM  THE  MOON  PROBES  — 

Dr.  Gerald  P.  Kuiper 

2:00  - RADIOSENSITIZATION  BY  INTRA-ARTERIAL  CHEMICAL 
AGENTS  — Dr.  Malcolm  BagsFiaw 

2:30  - ELECTROMICROSCOPY  — Dr.  Wayne  Ferris 

3:00 -- Coca-Cola  break 

3:15 -THE  CHANGING  MEDICAL-SOCIAL  & MEDICAL-ECO- 
NOMIC ASPECTS  OF  HOSPITAL  ORGANIZATION  & 
MEDICAL  PRACTICE  - Mr.  Richard  Durbin 

3:45  — THE  UTILIZATION  OF  EMERGENCY  ROOMS  — Dr.  Henry 
Limbacher 

6:30  — Cocktails 

7:30  - DINNER  - Speaker:  BARRY  GOLDWATER 

SATURDAY 

8:00  to 

9:30  — Breakfast  — Business  Meeting 

9:45  - HYPER-COAGULABILITY  — Dr.  Oscar  TFiorup 

10:15  — DIAGNOSIS  AND  TREATMENT  OF  NON-NEOPLASTIC 
TUMORS  OF  THE  SOFT  TISSUE  — Dr.  Lauren  Ackerman 

10:45  — Coffee  break 

1 1 :00  — Dr.  John  Paul  North 

1 1:15  - MEDICAL  EDUCATION  - Dr.  Karl  Moyer 

FACULTY: 

Dr.  Karl  Moyer,  Director  of  Research,  Michigan  Technological 
University. 

Dr.  Lauren  Ackerman,  Professor  of  Surgical  Pathology  & Pathol- 
ogy, Washington  University  School  of  Medicine,  St.  Louis. 

Dr.  Malcolm  A.  Bagshaw,  Director,  Division  of  Radio  Therapy, 
Stanford  University  School  of  Medicine. 

Dr.  Wayne  Ferris,  Dept,  of  Zoology,  University  of  Arizona. 

Dr.  Oscar  Thorup,  Professor  and  Head  Dept,  of  Medicine, 
School  of  Medicine,  University  of  Arizona. 

Dr.  Henry  Limbacher,  Chairman  of  Arizona  Trauma  Committee. 

Mr.  Richard  Durbin,  Administrator,  Tucson  Medical  Center  Hosp. 
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in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  cpiantities  of  vitamins  B and  C,  are  fonnnlated  to  meet  the 
increased  metabolic  demands  of  patients  with  phvsiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B^  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERL  E LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6—3614 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 

These  advantageous,  time-saving  features: 

® Adjoining  Scottsdale  Baptist  Hospital  • Spacious  parking  lot  for  patients 

• Heat,  Air  Conditioning,  all  electric  service,  • Covered  parking  for  tenants 
daily  janitor  service  furnished 

DENTIST  DENTAL  LAB.  OBSTETRICS  & GYNECOLOGY  PSYCHIATRY 

R.  A.  Mossier,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  Murray  Urie,  M.D. 

Patrick  Ryan,  D.D.S  Gregory  C.  Smith,  M.D. 


Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  PHYSICAL  THERAPIST  RADIOLOGY  OTHERS 

Thomas  B.  Jarvis,  M.D.  Jean  Hoffman,  R.P.T.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 


t)7S 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


Doctor:  Cut  your  billing  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac”  - Arizona’s  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Send  the  beautiful 
Christmas  issue, 
f 41  pages  of 

II  Wondrous  Arizona  color. 


50f 

Wherever  magazines  are  sold. 
Holiday  mailing  envelope  enclosed 
with  each  newsstand  copy. 


A Gift  Subscription  will  say  Merry  Christmas  for  you  12  times  a year. 
$4  per  year  U.S.  and  possessions  ?5  per  year  elsewhere 

Better  order  early 

Arizona  Highways  will  send  an  attractive  Christmas  Card  to  announce  your  gift. 

I Write  or  call  258-6641  Arizona  Highways,  2039  W.  Lewis,  Phoenix,  Arizona  85019. 


420  Mother  Cow  Permit 

CATTLE  RANCH 

No  Feeding  Necessary 
500  Deeded  Acres 

80  Sections  Forest  Land 
Good  3-Bedroom  Home 
North  and  West  of  Clifton,  Arizona 

Best  Cattle  Country  in  Arizona 
(Excellent  Hunting  Area) 

Price:  $400,000  — 29%  Down 

Free  and  Clear 

Price  includes  all  livestock  on  ranch 

DESERT  REALTY  CO.,  INC. 

430  West  Mein  Street 
Mesa,  Arizona 

964-1483  (Ask  for  Vanhook)  964-6546 


MEDICINE  IN  TERRITORIAL 
ARIZONA 

by 

Frances  E.  Quebbeman 

Limited  Number  of  Autographed 
Copies  Now  Available 

$7.50  each 


Arizona  Medical  Association 
4601  N.  Scottsdale  Road,  Suite  201 
s Scottsdale,  Arizona  85251 
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A common  cold!  I thought  everything  was  a virus''  these  days. 


Although  he'd  prefer  a more  exotic  name  for  it,  you  know 
he's  suffering  from  an  ordinary,  old  common  cold.  And, 
he's  congested.  He'll  breathe  easier  when  you  prescribe 
Novahistine  LP. 

Two  long-acting  tablets  in  the  morning  and  two  in  the 
evening  will  provide  around-the-clock  relief  by  helping 
to  keep  congested  air  passages  clear,  thus  enabling 
your  cold  patient  to  enjoy  normal  and  free  breathing. 
This  action  of  long-acting  Novahistine  LP  helps  restore 
normal  mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension. 


diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Tell  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg,,  and  chlorpheniramine  maleate, 
4 mg. 

MISTINFir 

For  relief  of  nasal  congestion. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


AESCUIAPIUS  AWARD  PROCRAM 

ALL  ASSOCIATION  MEMBERS  ARE  URGED  TO  ENTER 

Complete  the  application  below  before  January  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1967  Annual  Meeting  of  this  Association. 


$200.00 

CASH 

AWARD 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 


PLEASE  ACCEPT  MY  APPLICATION  FOR  ENTRY  IN  THE  AESCULAPIUS  AWARD  PROGRAM 
BEING  HELD  AS  PART  OF  THE  76TH  ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSO- 
CIATION, APRIL  26-29,  1967. 

1 PROPOSE  TO  EXHIBIT:  


Name: 

Address 


I understand  that  further  infonnation  may  be  requested  on  the  acceptance  of  this  appli- 
cation. 


THE  GOD  AESCULAPIUS 


Photo  courtesy  of  Parke,  Davis  & Co.  c 1957 
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Physicians’  Directory 


ArMA 

DIREaORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARlZona 
MEDICINE,  Post  Office  Box  I^,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 

PARK  CENTRAL  NORTH 
Medical  Building 
555  West  Catalina 
Phoenix,  Arizona  85013 
Phone  264-138 1 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allegry 

31  W.  Camelback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 

CARDIOLOGY 

George  W.  Bascom,  M.D.,  F.A.C.C.,  F.A.C.P. 

Diplomate  of  American  Board 
of  Internal  Medicine 

Practice  Limited  to  Cardiology 

Professional  Building 
Sierra  Vista,  Arizona  85635 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — - A.  L.  Swenson,  M.D, 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.*  — Paul  E.  Palmer,  M.D.* 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 
ARTHUR  D.  SILVER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1601  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AAA  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


Ernest  D.  Geever,  M.D. 

General  Surgery  — General  Practice 
1003  Division 
Prescott,  Arizona 
445-1322 


Pharmacy  Directory 


Fairmont  Pharmacy 

3231  East  AAcDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSAAETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


*Scottsclale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  AAcDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


JOHN  W.  KENNEDY,  M.D. 

F.  S.  TOLONE,  M.D. 

W.  T.  COOK,  M.D. 

Radiology,  Diagnosis,  X-ray  and  Cobalt  Therapy 

4550  N.  51st  Avenue 
Phoenix,  Arizona  85031 
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Pharmacy  Directory 


Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  • Tempe 
Maryvale  - Glendale  • Westown  - Sunnyslope 
Paradise  Hills  - Carefree  * Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Attention:  Immediate  opening  for  physician  in- 
terested in  Group  General  Practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  invest- 
ment or  equipment  necessary.  Industrial  con- 
nection allows  immediate  salary  — $24,000 
guaranteed.  Will  accept  draft  eligible  physi- 
cian. Write  Drawer  M,  Miami,  Arizona. 


Classified 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


EENT  Physician  and  Surgeon,  Arizona  license, 
age  55,  desires  to  semi-retire  and  relocate. 
Would  consider  established  practice  or  associa- 
tion. Reply  Box  64-10,  4601  N.  Scottsdale 
Road,  Scottsdale,  Arizona  85251. 


Psychiatric  Residencies:  Northern  California 

Mental  Health  Center.  Two  hours  San  Fran- 
cisco; vacation  area;  warm  dry  summer  days, 
cool  nights;  close  to  Pacific  beaches.  Three- 
year  accredited  program;  broad  training,  re- 
search and  community  psychiatry  orientation; 
1965  APA  Achievement  Award.  Flexible  third 
year,  wide  variety  affiliations.  Housing.  Start- 
ing salaries  to  $12,588  depending  upon  alter- 
nate plans.  Apply:  Chief  of  Professional  Edu- 
cation, Mendocino  State  Hospital,  Talmage, 
California. 
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